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INTRODUCTION TO THE PORTFOLIO
This portfolio contains a selection of work completed during the Doctorate 
of Psychology (PsychD) clinical training course. It is comprised of three 
sections.
The Academic section contains a Literature Review, a Professional Issues 
Essay, two Problem-Based Learning Accounts and two Personal and 
Professional Learning and Discussion Group Process Account Summaries.
The Clinical Section comprises an Overview of Clinical Experience over the 
Five Placements as well as five Case Report Summaries.
The Research Section contains a Service Related Research Project, the 
abstract of a Qualitative Research Project, the Major Research Project and a 
Research Log Checklist.
The work presented in this portfolio reflects the range of client groups, 
varying presenting problems and different psychological approaches 
covered during this course.
All work has been anonymised to maintain confidentiality.
COPYRIGHT STATEMENT
No part of this portfolio may be reproduced without permission of the 
author, except for legitimate academic purposes.
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1. ACADEMIC SECTION
LITERATURE REVIEW
EATING DISORDERS AND DIVERSITY; CHALLENGES AND 
OPPORTUNITIES FOR SERVICE PROVISION
DECEMBER 2009
YEARl 
January 2010
Word Count: 4085
ABSTRACT
Eating disorders, especially Anorexia Nervosa have long been thought to 
typically affect young, white European or North American women of high 
socioeconomic status (Striegel-Moore & Bulik, 2007). However, growing 
evidence suggests that this may not be the case and that women from ethnic 
minority groups are equally as likely to present with eating disturbances as 
white women (Shaw et al 2004). Additionally, recent research suggests a 
growing prevalence of eating disorders among males (Boodman, 2007; 
Morgan, 2008).
The aim of this literature review is to examine diversity in eating disorders 
and to uncover possible reasons for under-representation of certain groups 
of individuals in treatment services. This will include exploring reasons for 
non-identification of eating disorder pathology in such individuals as well as 
considering implications this may have for service provision and 
suggestions for improving services to meet diverse needs of clients.
QUESTION FORMULATION AND METHODOLOGY
As I have recently started a placement in an eating disorders service, I 
decided that, as a way of becoming more knowledgeable about eating 
disorders and the service in which I work, I would focus the literature 
review on something within this general area, which would also be useful 
for the service. The NHS Trust in which I work has a clear policy on 
Diversity, Equality and Inclusion (Surrey & Borders Partnership NHS Trust, 
2007), which includes equality of opportunity and treatment in the provision 
of services as well as a reduction in health inequalities. The policy also 
states that the Trust will endeavour to ensure that individuals and groups are 
not discriminated against in terms of gender, race, ethnicity, sexual 
orientation or any other issues of diversity in the provision of services that 
are offered. In light of this policy and the realisation that the majority of the 
clients attending the eating disorders service are white females in their
twenties and thirties I thought that this would be an interesting area to 
investigate.
The first client I was allocated was male and in preparing to work with him, 
I discovered that a lot of the textbooks written for professionals working 
with eating disordered individuals refer to the client as female. This was 
also evident in some of the tools and information sheets that may be given 
to a client during therapy and may therefore not be particularly useful for 
males. I therefore decided that, one of the areas I would like to consider in 
the literature review is that of implications for treatment not only for male 
clients, but also generally for clients from diverse backgrounds and with 
different needs.
Once this general theme was decided upon, I conducted an extensive 
literature search on Athens using words such as gender, ethnicity, culture, 
sexuality and diversity in combination with eating disorders. After locating 
and reading several articles identified fi-om this search, I found further 
related articles by considering references and particular journals that focus 
on eating disorders, such as the International Journal o f Eating Disorders 
and the European Eating Disorders Review. As I wanted the literature 
review to be as up to date as possible, I mainly considered articles that have 
been published since 2000, and therefore excluded a lot of articles that may 
have been interesting and relevant. I tried to focus the majority of my 
research in identifying studies from the United Kingdom, as these would be 
most relevant to the context of my work. However, I did include several 
studies conducted in North America by key authors and also some studies 
from other parts of Europe that I thought were appropriate to include by the 
nature of the research.
I discovered that most articles on diversity considered ethnicity in eating 
disorders, but that there were also some useful articles on gender and 
sexuality. As I was interested in inspecting as many areas of diversity as
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possible, I decided to include all of the above areas in this review. They 
shall be discussed separately under sub-headings which will be followed by 
a general discussion, considering treatment implications and suggestions for 
service development.
ETHNICITY AND EATING DISORDERS
Although in the past research on eating disorders has focussed on white 
women in western society, in more recent years a growing body of literature 
has focussed on comparing women of different ethnicities in terms of eating 
disorder pathology. Sociocultural models of eating disorders have 
highlighted Western society’s thin beauty ideal as a risk factor for 
developing eating disorders and suggest that individuals from ethnic 
minorities are thus at lower risk of developing such a disorder due to less 
cultural pressure to be thin (Shaw et al, 2004; Striegel-Moore & Bulik,
2007). Some studies in the United States have found this to be the case, with 
Black and Hispanic women showing less perceived pressure to be thin and 
less body dissatisfaction than white women (Shaw et al, 2004).
However, due to acculturation to these ideals, belonging to an ethnic 
minority group may no longer be a protective factor for developing an 
eating disorder (Shaw et al, 2004). Although Black and Hispanic individuals 
were found to have a less internalised thin body ideal than Whites and 
Asians, Shaw et al (2004) found no other ethnic differences on any other 
eating disorder symptoms, such as fear of fat, weight and shape concerns, 
amenorrhea, compensatory behaviours and low or high Body Mass Index, 
nor did they find any differences between ethnicities in terms of most risk 
factors for developing eating disorders, such as body dissatisfaction, self­
esteem and dieting.
One of the reasons for believing that eating disorders are less prevalent in 
ethnic minority groups is because such individuals present less to treatment
(Smolak & Striegel-Moore, 2001). However, there are several possibilities 
for why this may be the case. Firstly, there may be differences in help- 
seeking behaviours across cultures. In their paper on cross-ethnic 
differences in eating disorder symptoms and distress, Franko et al (2007) 
discuss differences in frequency of doctor visits between various ethnicities, 
with Latin, Asian and Black Americans making fewer doctor visits than 
White Americans and also being less likely to have health insurance. 
Similarly, Striegel-Moore and Bulik (2007) discuss studies which suggest 
that American women from ethnic minority groups are less likely than 
white women to not only seek help, but also to access treatment for an 
eating disorder.
Another possible influencing factor is that of symptom recognition and 
expression of psychological difficulties with regards to different cultural 
norms. If symptoms are not seen as being important within a certain cultural 
framework, illness may not be detected, no matter how clinically significant 
they are, leading to less treatment seeking and an underrepresentation of 
certain ethnic groups in treatment (Becker, 2007).
A further argument for the disparate prevalence in eating disorders between 
ethnicities is that of detection in Primary Care services and referral to 
specialist services. Waller et al (2009) describe inconclusive evidence for 
under-detection of eating disorders in individuals from ethnic minorities in 
Primary Care, with some studies finding ethnic biases in detection, and 
others finding no differences. However, although they found no influencing 
effect of ethnicity on detection of eating disorders in Primary Care, Currin et 
al (2007) did find that patients of African-Caribbean origin were less likely 
to be referred to specialist services. This is supported by findings that non­
white patients are less likely to be referred to eating disorders services 
(Waller et al, 2009). Waller et al (2009) suggest that this may be due to 
under-detection in Primary Care, or due to white women with quite mild 
eating disorders being referred, whilst their non-white counterparts are only
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identified and referred when symptoms are more established and indicative 
of an eating disorder.
However, some differences between ethnic groups may exist in terms of the 
presentation of an eating disorder. Regan and Cachelin (2006) investigated 
the frequency of three eating disorder-related behaviours (binge eating, self­
induced vomiting, and use of laxatives, diuretics and diet pills) in a 
community-based multi-ethnic sample. They found that there were 
significant differences between women of different ethnicities, with Asian 
women being less likely than Black, Hispanic and White women to use self­
induced vomiting, laxatives, diuretics and diet pills as a means of 
controlling weight. Their explanation for this was that Asian women had the 
lowest average body weight compared with women of other ethnicities, 
which may mean that they feel less inclined to managed their weight 
through purging behaviours.
Similarly, Soh et al (2006) reviewed eating and body image disturbances 
across cultures, and discuss differences in body composition across 
ethnicities, with Italian women having a higher percent of body fat for the 
same Body Mass Index BMI) than Danish women, and Chinese women also 
having higher percentages of body fat. They discuss this in terms of 
implications for treating and managing eating disorders in patients of 
different ethnicities, as they may require different BMI targets.
Several limitations to research on ethnic differences in eating pathology 
have been established. Shaw et al (2004) describe methodological flaws in 
previous research, such as small sample sizes and relying on self-report 
measures, which may influence data and limit statistical power in showing 
ethnic differences. Further to this, Franko et al (2007) state that different 
findings of prevalence may depend on whether symptoms or syndrome were 
assessed. This may be compounded by inconsistent assessments of measures
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of disordered eating across studies, thus making them less comparable 
(Becker, 2007). Nevertheless, the differences in identification and referral 
to treatment as well as in help-seeking behaviour and presentation as noted 
above, have serious clinical implications for service provision. This will be 
discussed in a later section.
GENDER AND EATING DISORDERS
Eating disorders have historically been seen as a female condition and 
because of this the majority of research has focussed on female participants. 
However, male eating pathology has become of interest in recent years due 
to the increased occurrence of boys and men with eating disorders and body 
image problems (Morgan, 2008). Recent studies have found that between 
five and ten percent of individuals with eating disorders are men (Greenberg 
& Schoen, 2008; Hay et al, 2005). There may be several reasons why the 
prevalence of males with eating disorders is less than for women.
Sociocultural models of eating disorders suggest that the Western female 
drive for thinness as a beauty ideal places women at greater risk of 
developing an eating disorder than males (Striegel-Moore & Bulik, 2007). 
Added to this, women are more likely to see themselves as overweight than 
men (Perrin et al, 2009). Additionally, Greenberg and Schoen (2008) 
suggest that masculinity may have an impact on how males experience an 
eating disorder and on their help seeking around this.
In an article for the Washington Post, Boodman (2007) states that eating 
disorders in boys and young men are often overlooked and under-treated, 
and that the stigma of having a problem so strongly linked to being female 
or a homosexual man may make it difficult for some men to admit their 
difficulties.
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Research comparing males and females with eating disorders has found 
many similarities between the genders, especially in their clinical 
presentations. In their study comparing male and female patients referred to 
an eating disorders service, Bramon-Bosch et al (2000) found that, although 
only 11% of patients were male, the distribution of various eating disorders 
such as anorexia nervosa and bulimia nervosa were similarly distributed 
across the genders. Additionally, male and female patients showed no 
differences in terms of their current, lowest and highest BMI, or their 
subjective desired or ideal BMI. Nor did they differ with regards to severity 
of dieting, frequency of bingeing or any other purging or compensatory 
behaviours. However, they did find some significant differences between 
men and women. Men were significantly more likely to have a psychiatric 
comorbidity, especially symptoms of anxiety and depression, as well as 
having more frequent suicidal behaviours than women. Additionally there 
were significant differences in terms of social functioning, with men 
reporting having less friends and leisure activities than women. Although 
male patients presented at the same age as their female counter parts, they 
generally had a later onset and therefore a shorter duration of illness, and 
were significantly more likely to be homosexual or bisexual.
Additional differences that have been found between males and females 
with eating disorders are that males may have different motives for dieting 
and often have a history of previous obesity, thus dieting to reduce any extra 
weight (Greenberg & Schoen, 2008). Males may also diet to reduce the risk 
of medical complications that are typically associated with excess weight, 
such as heart disease or diabetes (Greenberg & Schoen, 2008). Furthermore, 
males may have a greater preoccupation with muscle definition than 
women, increasing their risk of having muscle dysmorphia (Andersen, 
1999) and have higher rates of excessive exercise than women (Tata et al, 
2001).
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These differences can have an impact on the identification and diagnosis of 
eating disorders in men. As mentioned above, men may have more 
difficulties in seeking help for a disorder that is typically associated with 
women, and may present with more medically acceptable reasons to diet 
which may hinder a diagnosis being made. Nevertheless, studies have 
shown that General Practitioners (GPs) are less likely to identify males with 
an eating disorder than females. In their study on variables that influence 
diagnosis and treatment of eating disorders in Primary Care (Curring et al,
2007) gave GPs vignettes to assess the characteristics that affect being given 
diagnosis and treatment for an eating disorder. They found that there was a 
significant gender difference in terms of the primary diagnosis given, with 
females being more likely to be given a diagnosis of bulimia nervosa, and 
men being more likely to be given a diagnosis of depression. Additionally, 
the gender of the GP may also influence diagnosis and referral to treatment, 
with female GPs being more likely to identify patients with eating disorders 
than male GPs (Schmidt et al, 2006). This has implications with regards to 
the provision of appropriate treatment, which will be discussed in more 
detail in a different section of this review.
SEXUAL ORIENTATION AND EATING DISORDERS
As mentioned in the previous section, men who present to eating disorders 
services are significantly more likely than women to be homosexual or 
bisexual (Bramon-Bosch et al, 2000). Strong et al (2000) found that 
compared with heterosexual men, gay and bisexual men are 10 times more 
likely to present with symptoms of an eating disorder. One possible 
explanation for this is that the sociocultural model, which places value on an 
unobtainable thin beauty ideal, affects gay and bisexual men more than 
heterosexual men, as they seek to attract men, placing them under similar 
pressures as heterosexual women (Feldman & Meyer, 2006). In keeping 
with this, some studies have suggested that gay men place greater 
importance on physical appearance and have a thinner body ideal than 
heterosexual men, which may lead to a greater difference in ideal and
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perceived body image, thus promoting dieting and increased body 
dissatisfaction (Williamson & Hartley, 1998).
This theory also proposes that lesbian and bisexual women are therefore less 
likely to develop disordered eating, since they do not share the same 
Western beauty ideals as their heterosexual counterparts, with some studies 
suggesting that lesbian and bisexual women have less concerns about 
appearance, weight and dieting as well as less body dissatisfaction than 
heterosexual women (Gettelman & Thompson, 1993). Nevertheless, these 
findings have not been consistent and some authors have indicated that 
samples have been biased (Wichstrom, 2006) and have not assessed the 
prevalence of eating disorder pathology in lesbians, gay men and bisexuals 
using DSM criteria (Feldman & Meyer, 2007). Nevertheless, some studies 
have found more similarities than differences in eating disorder pathology 
between lesbian and heterosexual women. In line with this, Moore and Keel 
(2003) compared lesbian and heterosexual women on self-report measures 
such as the Eating Disorder Inventory -  2, the Body Esteem Scale, the 
Reasons for Exercise Inventory and the Self Esteem Scale in order to assess 
the influence of sexual orientation on disordered eating attitudes in women. 
Although they found that homosexual women had a significantly lower 
drive for thinness and use of exercise to control weight, they found no 
significant differences in bulimia, body dissatisfaction or weight concern 
when compared with their heterosexual counterparts. They therefore 
suggested that sexual orientation may only influence certain types of eating 
disorders and behaviours.
In his study on sexual orientation as a risk factor for bulimic symptoms, 
Wichstrom (2006) investigated a representative sample of Norwegian high 
school children in terms of self-reported bulimic symptoms, same-sex 
sexual experience, degree of sexual attraction to the same sex and alleged 
risk factors, and re-examined them after a further 5 years. He found that
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initial same-sex sexual experience in both genders increased the occurrence 
of bulimic symptoms 5 years later.
Similarly, Feldman and Meyer (2007) studied the prevalence of eating 
disorders as measured by DSM IV in a community sample of lesbian, gay 
and bisexual men and women. They found that gay and bisexual men were 
significantly more likely than heterosexual men to have an eating disorder. 
Additionally , they found no difference in prevalence rates between lesbian 
and bisexual women and heterosexual women. They also found a higher 
prevalence of younger (18-29 years) lesbians, gay men and bisexual men 
and women in their sample with subclinical bulimia compared to those in 
the older age group (30-59 years).
These findings have implications for diagnosis and treatment of lesbian and 
bisexual women in that the popular belief that being lesbian or bisexual 
protects women from developing an eating disorder may lead to GPs not 
identifying such individuals.
IMPLICATIONS FOR SERVICE PROVISION
As mentioned in the previous sections, recent studies suggest that ethnic 
minority groups and homosexual women are now on par with white women 
in terms of prevalence of disordered eating, and the number of males who 
engage in such behaviours is also growing. In light of the Trust’s policy for 
Diversity, Equality and Inclusion (2007), these findings have several 
implications for service provision.
Firstly it is important to note that individuals from diverse ethnic groups, 
males and homosexual women with eating disorders are still less likely to be 
identified and referred to treatment than white women. Waller et al (2009) 
suggest that this may be partially because clinicians are still influenced by
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this stereotype and may therefore not ask non-whites questions that are 
relevant to assess disordered eating. Although Curring et al (2007) did not 
find that ethnicity impacted on diagnosis of an eating disorder in Primary 
Care, they did find that men were less likely to receive a diagnosis 
compared with women, even when the symptoms were the same, thus 
reducing access to services. Men may present to Primary Care seeking help 
for a weight rather than an eating problem, and clinicians need to be aware 
of this in order to aid detection and referral to treatment services (Hay et al, 
2005).
Additionally, there may be cultural differences in symptom expression and 
help-seeking which clinicians need to become aware of, as suggested by 
Franko et al (2007) who identified ethnic differences in symptom 
pervasiveness and associated distress. These differences could potentially 
lead to less recognition of symptoms by clinicians thereby resulting in 
under-detection of disordered eating in ethnic minority groups and less 
access to treatment. Similarly, there may be further cultural differences that 
could be barriers to treatment, such as feeling of embarrassment in Binge 
Eating Disorder (BED) that may prevent individuals from seeking help or 
engaging in treatment (Bennett & Dodge, 2007). Clinicians need to become 
aware of these differences in order to be able to identify such individuals 
and refer them on to appropriate services.
In line with this, Becker (2007) highlights the importance of improving our 
knowledge and understanding of the validity and reliability of assessments 
for eating disorders within different ethnic groups. Bearing in mind the 
above arguments that individuals of different ethnicities may have diverse 
presentations, it is imperative to develop assessment tools that take this into 
consideration. Research into the validity and reliability of such assessments 
is fundamental in achieving increased identification of eating disordered 
individuals from ethnically diverse populations, and ensuring that such 
individuals are able to access services. The same may apply to men and
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homosexual women, who remain under-represented in treatment due to poor 
identification of disordered eating in such individuals.
These differences in presentation may also influence the efficacy of 
treatment programmes. Shaw et al (2004) suggest that, since more 
similarities than differences are found across ethnic groups, then current 
prevention and treatment programmes should be equally effective for ethnic 
minority groups. However, the finding that there may be ethnic diversity in 
feelings of embarrassment associated with BED implies that treatment 
programmes need to be developed in order to meet the needs of different 
ethnic groups, such as addressing embarrassment in Asian women and fear 
of losing control in Hispanic women (Bennett & Dodge, 2007). It is 
therefore important to focus future research on whether prevention and 
treatment programmes are just as effective for ethnic minority groups as 
they are for whites (Shaw et al, 2004).
With specific relation to men with eating disorders, the charity BEAT 
published a survey in 2000 titled Eating Disorders in the United Kingdom: 
Review o f the Provision o f Health Care Services for Men with Eating 
Disorders (Copperman, 2000). As part of this they reviewed and evaluated 
treatment centres in the UK and also interviewed men with eating disorders 
about their experiences of services. Through this they identified several 
important implications for clinical practice and service provision for men 
with eating disorders. Firstly, there was only one specialist service that was 
aimed at men. Other services were mixed and male patients were in the 
minority. From the interviews with men with eating disorders, they found 
that many of the men did not recognise the disorder themselves and often 
clinicians also took a long time to establish that they had an eating disorder 
and therefore refer them to services. This meant that several of the men 
were more severely ill by the time they accessed treatment, and they felt that 
GPs need to become more aware of eating disorders in men. Due to the 
disorder being unrecognised for a long time, many of then men were older
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than their female counterparts when they did access treatment, as they did 
not have the chance when they were younger. They also stated that it would 
be desirable to have contact with other men suffering from the disorder, and 
that more publicity about men with eating disorders is required.
Greenberg and Schoen (2008) suggest gender-based therapy that should 
include masculinity as an influence on the development of an eating 
disorders as well as being sensitive to men’s issues. Morgan (2008) wrote 
The Invisible Man specifically to address the issue of men with eating 
disorders. It is a self-help book that aims to educate and de-stigmatise men 
with eating disorders whilst providing practical guidance about how to 
overcome an eating disorder. As discussed in the previous section on 
gender, males may have different motives for dieting and may present 
differently. Therefore perhaps it is also important to develop more gender- 
specific treatments, which may also promote more help-seeking in men with 
eating disorders (Greenberg & Schoen, 2008). This would be an interesting 
and useful area for future research, as few outcome studies have focussed 
solely on men with eating disorders (Greenberg & Schoen, 2008).
CONCLUSION
Although eating disorders have traditionally been thought to exclusively 
affect young, white, middle-class women, this review shows that they occur 
across ethnicities, genders and sexual orientation. The findings from the 
studies I have reviewed give clear implications for the need to educate 
clinicians about diversity in eating disorders so that individuals are 
identified as early as possible and are able to access appropriate services. 
This is important in order to ensure that individuals from diverse groups are 
not discriminated against with regards to access to treatment on the basis of 
their ethnicity, gender or sexual orientation by being overlooked.
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There is also a need to develop services that are able to meet the diverse 
needs of individuals by taking into account some of the differences that 
have been discussed above. Only in this way can we endeavour to ensure 
equality in the access to and provision of health care services to the diverse 
groups of individuals that make up our service users.
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INTRODUCTION
Risk has been defined as “a situation involving exposure to danger” (Oxford 
Online Dictionary, 2010). In terms of applying this definition to mental 
health, this could include the risk of developing a mental health difficulty, 
or the risk of exposing oneself or others to danger. As a trainee clinical 
psychologist, 1 have had the opportunity to work with a variety of service 
users who have presented with different needs and have had different 
vulnerabilities and levels of resilience. As part of any psychological 
assessment 1 have incorporated discussion about these risk and protective 
factors and have used these to develop a formulation with the people 1 have 
worked with. These have included discussions about risk of self-harm or 
suicide. Due to my previous experience of working with substance users, 
offenders and people with eating disorders, who often present with complex 
needs and multiple risk factors, I have decided to focus this essay on how 
mental health services understand and respond to risk of suicide, and how 
clinical psychologists may contribute to a reconsideration of these ideas and 
practices.
Suicide is one of the 10 most common causes of death within any age group 
and this is a global phenomenon, making it an important public health 
concern (Bertolote & Fleischmann, 2005). It not only affects the person and 
their immediate system of family and friends emotionally and 
psychologically, but also has economic, social and political impact on the 
wider community and society (Bertolote & Fleischmann, 2005; Anderson & 
Jenkins, 2006). Due to this, the World Health Organisation (1990) and 
United Nations (1996) have developed guidelines on suicide prevention. In 
England, the National Service Framework for Mental Health (Department 
of Health (DH), 1999) incorporated suicide prevention as a key standard to 
be met through the modernisation of mental health services by ensuring staff 
proficiency in the assessment of suicide risk. England then developed its 
National Suicide Prevention Strategy in 2002 (DH, 2002) comprising six
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key goals such as reducing risk in high-risk groups, promoting 
psychological wellbeing in the general population, promoting research and 
improving media reporting of suicide. The aim of the strategy was to 
reduce death by suicide by at least 20% by 2010 as part of the 
Government’s commitment to improving access to mental health services, 
and the strategy includes health and social care agencies. Government 
departments, and voluntary and private sector organisations (DH, 2009).
Considering the mental health settings I have previously worked in, many 
of the people I have worked with both as an assistant and a trainee clinical 
psychologist fall into the category indicated in the National Suicide 
Prevention Strategy for England (DH, 2002) as at high risk of suicide, such 
as substance users, prisoners, and people engaging in multi-impulsive 
behaviours. Suicidal behaviour and thoughts are the most common 
emergency situation encountered in mental health services (Buzan & 
Weissberg, 1992), causing a lot of anxiety amongst mental health 
practitioners, with about 20% of psychologists losing a patient to suicide 
during their career (Chemtob et al, 1988). Additionally, almost 40% of 
clinical psychology trainees will experience a client’s suicide or suicide 
attempt during their training (Kleespies et al, 1993). As such it is important 
to consider how to manage such risk and how to respond to it.
HOW IS RISK OF SUICIDE UNDERSTOOD AND RESPONDED 
TO?
As outlined above the National Suicide Prevention Strategy for England 
(DH, 2002) has six key goals to reduced suicide. Many of these goals have 
implications for clinical practice and service provision. Considering a model 
of prevention, Caplan (1964) suggests three levels of prevention; Primary 
prevention to be focussed on reducing the risk of self-harm by offering 
early treatment and accessible care pathways to those at risk or with mental 
health difficulties; Secondary prevention focussed on the design and
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implementation of treatment and eare pathways for those who have already 
self-harmed with the aim of preventing a further escalation of these 
behaviours; Tertiary prevention focussed on the design and implementation 
of treatment and eare pathways for survivors and those affected by the 
suicide of another. In line with this many suicide prevention strategies focus 
on treatment for depression (Anderson & Jenkins, 2006) as a way of 
reducing risk of progression to suicide. Additionally, other added risk 
factors such as substance use and other mental health difficulties are also 
taken into account (Jenkins & Singh, 2000).
Considering the different aspects of the National Suicide Prevention 
Strategy for England (DH, 2002) there are several implications for clinical 
practice indicated, the first of these being in the development of health 
professionals’ skills in assessment of risk in an individual. There are several 
psychometric tests, such as the Beck Hopelessness Scale (Beck et al, 1979) 
that have been shown to be reliable and valid in assessing risk of suicide, 
and these can be used alongside a clinical interview that takes into account a 
variety of factors including current circumstances, psychological wellbeing, 
and family and personal history (Anderson & Jenkins, 2006). Additionally, 
often clinical judgement is used to predict risk of suicide. However, it is 
important to consider how mental health professionals understand suicide, 
as personal beliefs and attitudes may interfere with forming a collaborative 
and respectful relationship with the client (Rudd, et al, 2008).
One way of understanding such risk is by considering the possible 
motivations for suicide. These include the wish to die, to escape from 
unbearable anguish, to get relief, and to escape a situation. Other motives 
include a wish to show desperation to others, to change others’ behaviours, 
to get help and to make others feel guilty (Hawton, 2000). Anderson et al ’s 
(2003) findings suggest that nurses and doctors are aware of such motives. 
Some mental health practitioners I have worked with have also understood 
suicidal behaviour as sometimes being manipulative, which could make it
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difficult for them to work with their clients. Several of the teams I have 
worked in have offered multi-disciplinary clinical discussion groups in 
which such behaviours could be deconstructed to aid further understanding 
of such behaviours.
From my own personal experience of working with clients with suicidal 
thoughts, assessing such individuals can be very anxiety provoking for the 
professional. Although I have used supervision to discuss such anxieties and 
to develop my skills in assessing suieidality, I have never received formal 
training on how to do this, nor have I ever come across a template of an 
assessment interview in any of the services I have worked in. This makes 
me wonder about how much training other mental health professionals 
receive in their roles. As a nursing assistant in an inpatient service I always 
felt supported by more senior staff such as nurses, psychologists and 
psychiatrists, whom I could go to if I had any concerns about a client. 
However, in my current role as trainee clinical psychologist, I have worked 
in different settings, such as in the community and clients’ homes. I feel that 
conducting assessments in such settings is more anxiety provoking, as there 
is not as much immediate support, as you may be working alone. Bearing in 
mind also the issue of clinical judgement in such assessments, I personally 
believe that this comes with experience and is also extremely personal to 
each assessor.
The teams in which I have worked have had Trust-wide policies for how to 
manage self-harm and suicidal ideation or behaviour. These policies 
included assessment of risk, having a collaboratively developed 
individualised care plan for the person, with clearly stipulated 
responsibilities for each person involved in the eare of that individual. They 
also include crisis management strategies, such as attending accident and 
emergency sites in general hospitals following self-harm or a suicide 
attempt. However, research indicates that general medical and nursing staff 
may hold negative attitudes towards people who self-harm (Hawton, 2000)
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and that these members of staff often feel frustrated and unskilled 
(Anderson et al, 2003). In a recent thematic analysis of student doctors’ 
views and experiences of people presenting to A & E following self-harm, 
one of the themes identified was a suggestion that there is a lack of 
consistency and training in how staff responded to these individuals (Atnas 
et al, 2010). Having a negative experience following a suicide attempt may 
make it difficult for the individual to return to A & E in the future, and this 
must be taken into consideration when developing a risk management plan. 
The services I have worked in have tried to consider as much as possible the 
individual’s wishes, with hospital admission, especially involuntary 
admission, being the last possible outcome.
Other ways of managing the risk of suicide include making no-suieide 
contracts between the individual at risk and a mental health professional. 
This involves writing a statement in which the individual agrees not to harm 
themselves for a given period of time, and it involves a contingency plan 
should they feel unable to stick to the contract (Range et al, 2002). I have 
known some of my previous supervisors to use such contracts, for example, 
before going on annual leave, when they knew in advance that they would 
not be available to their clients for a period of time. However, research 
indicates that service users can find this to be a coercive process and a way 
of avoiding hospital admission (Davis et al, 2002). From nurses’ 
perspectives, studies have found that no-suieide contracts are mainly being 
used for self-proteetion in ease a client died by suicide, rather than due to 
any perceived clinical efficacy; however, non-suieide contracts do not 
provide any legal safety (Simon, 1999). Considering the current climate of 
litigation, it is understandable why mental health professionals, services and 
Trusts may wish to use defensive strategies and clinical practices as a way 
of protecting themselves from legal action. However, this type of risk- 
averse practice could have potentially negative outcomes for the people 
using our services, such as increased stigma, difficulties with finding 
employment, and low self-esteem as well as unnecessary constraint (Fetch, 
2001).
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OTHER WAYS OF MANAGING RISK
In the previous section I have written a lot about the assessment of suicide 
risk. Whilst this is a very important part of managing such risk, as with any 
assessment, it must lead to a useful intervention (Cuteliffe & Stevenson,
2008). It has been suggested that effective treatments stress the importance 
of self-reliance, self-awareness, self-control and personal responsibility 
(Rudd et al, 2008). Unfortunately, current policy is still very much based 
on the “Medical Model”, in which the disorder, in this ease suicide, is 
placed within the individual whose risk needs to be controlled or managed 
by a psychiatrist rather than by themselves (Cuteliffe & Stevenson, 2008). 
However, over-restrictive treatments such as hospitalisation, whilst 
reducing the immediate risk of suicide, does not appear to reliably support 
the client in resolving their ambivalence about wanting to live or die (Zerler,
2009). Other ways of managing risk place the responsibility back on the 
individual. Motivational interviewing, which is a client-centred, goal- 
orientated method used to increase an individual’s motivation to change by 
exploring their ambivalence about change may be a useful strategy for 
helping clients to resolve their ambivalence about life and death (Zerler, 
2009). By its very nature it emphasises the client’s ability to make choices 
and promotes self-effieacy, making the client feel more empowered rather 
than creating greater helplessness (Zerler, 2009).
Additionally and along the same premise, in working with clients with a 
diagnosis of borderline personality disorder where suicidal behaviour and 
self-harm occur frequently as a way of managing distress, it has been 
suggested that professionally indicated short-term risk taking may be a more 
useful approach to managing risk (Krawitz et al, 2004). This refers to 
assessing risk by considering both short and long-term risk and possibly 
increasing short-term risk in order to reduce overall risk; this has to be 
balanced between providing enough support to clients whilst supporting
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them to explore alternative ways of managing their distress by providing an 
environment that encourages change (Krawitz et al, 2004). As part of this, 
responsibility is not taken away from clients by providing overly-protective 
interventions that may promote further feelings of helplessness. Instead, the 
clinician works alongside the client to help with their autonomy, self- 
responsibility and self-capaeity.
This kind of empowerment of the client supports the recovery model’s 
philosophy of identifying the individual’s strengths and personal resilience 
which may subsequently reduce their risk (Kaliniecka & Shawe-Taylor,
2008). In fact, positive risk-taking has been described as a way of improving 
quality of life whilst being aware of safety needs for the client, their carer 
and the general population (DH, 2007). This is also the position taken by the 
Department of Health in their Ten Essential Shared Capabilities (2004) in 
which safety and positive risk taking is promoted. This entails empowering 
the individual to decide for themselves the level of risk they are prepared to 
take whilst promoting safety; this involves the need for professionals to 
work with this tension. It is suggested that this can be achieved by 
developing a collaborative working relationship with the client and their 
carers, and by understanding risk as well as providing effective risk 
assessments and involving the client in the development of a risk 
management plan.
Understandably, working with clients who present with suicidal thoughts 
and behaviours is a very anxiety provoking situation, and I have found 
myself in such situations in the past. I have luckily always felt supported by 
the team I was working in and my supervisors. However, this may not be 
the ease for all mental health professionals, as some may not receive such 
frequent supervision as trainee clinical psychologists. Additionally, with 
current spending cuts and reforms in the NHS involving a radical 
simplification and de-layering of the health system, bringing with it 
disruption and job loss (DH, 2010), it is a particularly anxiety provoking
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time for health professionals. However, at the heart of the Department of 
Health’s White Paper Equity and Excellence: Liberating the NHS (2010) is 
putting patients first by making “no decision about me without me” and 
involving service users in their care through joint decision-making in order 
to improve health outcomes. Considering this in terms of the people that use 
mental health services who present with suicidal thoughts and behaviours, 
this suggests shared decision-making in risk management plans and 
treatment, promoting a positive risk taking approach.
Mason (1993) suggests that professionals should take a position of “safe 
uncertainty”; as part of this, he suggests that, by jumping to conclusions and 
being in a position of premature certainty, it increases the risk of 
misunderstanding and reduces the opportunity for exploring other ideas and 
possibilities. I feel that a position of safe uncertainty underpins the idea of 
positive risk taking; although the safety of the individual remains central, 
safe uncertainty would enable the individual, their carers and the 
professionals involved in their eare to explore other possibilities and 
interventions that may be more meaningful to the individual, thereby 
increasing their confidence in managing their own risk and finding 
alternative strategies for coping.
HOW CAN CLINICAL PSYCHOLOGISTS CONTRIBUTE?
In the previous sections I have considered the different ways in which risk 
of suicide is managed and understood within mental health services. To 
further consider the role of clinical psychologists in both managing such risk 
as well as contributing to a reconsideration of current risk management 
practices, I think that it is important to reflect on the training that clinical 
psychologists undergo. During training, clinical psychologists have the 
opportunity to work in different teams and clinical settings with a variety of 
service users. This allows trainee clinical psychologists to gain a broad
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range of experiences to aid their understanding of elinieal psychology and 
its place in mental health teams. Throughout training, elinieal psychologists 
have the opportunity to keep abreast with the newest evidence-based 
practices through the academic and practical aspects of training and are 
exposed to a number of different therapeutic models and interventions, 
whilst being encouraged and having the time to think reflectively about their 
own practice and their experiences on placement. Additionally, there is an 
expectation to carry out research and audit as well as to aid in service 
development and engage in regular supervision.
Such training places elinieal psychologists in a good position to support the 
teams they work in to rethink their current practice. Additionally, New Ways 
o f Working for Applied Psychologists (British Psychological Society (BPS), 
2007) supports the idea that psychological therapy services do not only 
provide therapy but are also involved in issues of governance, training and 
audit, amongst other things, and are therefore in a position to improve the 
quality of their services. Additionally, by collating practice-based evidence, 
they are in a position to inform the development of future clinical 
guidelines, and are expected to work with local communities to develop 
interventions that are culturally accessible and acceptable, transcending the 
traditional medical model by bringing alternative perspectives that are more 
holistic. As part of this, psychologists are also seen as being able to provide 
consultancy as well as staff and organisational interventions (BPS, 2007).
Considering these varied roles, elinieal psychologists could contribute to a 
reconsideration of current risk management strategies in several ways. 
Firstly, the role of training and consultancy could be used within teams and 
organisations in order to promote ideas of positive risk taking and a position 
of safe uncertainty. By working with staff teams, suicidal behaviours of 
individual service users could be deconstructed to help the team to 
formulate the individual’s difficulties so that their behaviours can be better 
understood. I have found this to be particularly helpful in my previous work
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as a nursing assistant in a substance misuse team. Working antisocial hours, 
in a highly stressful environment, with clients presenting with a variety of 
risk issues at times made it difficult for me to remain curious about why 
certain clients were behaving in certain ways. However, the elinieal 
psychologist in the team provided weekly group consultation in which the 
staff team were able to present a client they were having difficulties 
working with, and the ensuing formulation and discussion enabled us to 
think more broadly and discuss interventions that could be useful. In their 
interviews with attempted suicide patients, Samuelson et al (2000) found 
that these individuals stressed the importance of having someone to talk to 
and feeling understood. Staff attitudes are an important consideration when 
thinking about suicide assessment and management (Hawton, 2000; 
Anderson et al, 2003), including staff members’ individual beliefs about 
suicide, as this could influence how they feel about such behaviours (Rudd, 
et al, 2008). Providing consultation and thereby making sense of someone’s 
behaviour may help stressed staff members to empathise more with their 
clients and feel more empowered in working collaboratively with them. 
Additionally, training staff in assessing suicide risk as well as appropriate 
interventions may make staff feel more confident, enabling them to engage 
in open conversations with their clients and making shared decisions with 
them. By finding a common goal, such as reducing the client’s emotional 
suffering and maintaining a collaborative position, a good working alliance 
can be developed, which could help in resolving the client’s suieidality 
(RuM etal, 2008).
Staff support is another area where elinieal psychologists could be helpful in 
maintaining a position of safe uncertainty and positive risk taking in teams. 
The impact of a client’s suicide on a professional involved in their care can 
cause self-blame, guilt, shame and shock (Kleespies et al, 1993). By 
providing staff support groups, clinical psychologists could aid in debriefing 
following a critical incident (Cuteliffe & Stevenson, 2008). However, the 
lack of reference to formal support in the national suicide strategy 
unfortunately means that many teams do not have this in place; this may
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aggravate circumstances when staff are already highly stressed, making it 
harder for them to engage therapeutically with their clients (Cycliffe & 
Stevenson, 2008). The anxieties experienced by staff working with suicidal 
clients could also be alleviated through staff support and supervision, 
enabling staff members to share their experiences and learn from each other 
by promoting reflective practice. By employing such group support, the 
team as a whole could develop a more positive risk taking philosophy in 
which the risk is shared, thereby reducing individuals’ anxieties and 
consequently working within a more recovery-orientated model.
The variety of therapeutic models and interventions in which elinieal 
psychologists are trained enables them to deliver evidence-based practices, 
but also to use praetiee-based evidence in order to further develop 
psychological treatments. It is important to reflect on the diversity of people 
who use mental health services when considering how one may work 
therapeutically with them (Campinha-Baeote, 2002). When formulating 
clients’ difficulties, clinical psychologists take into account the client’s 
diverse background as well as the systems around them, considering also 
their resilience and protective factors. This can then lead to an 
individualised treatment plan using interventions that are meaningful to the 
client. This holistic approach may be useful when working with clients 
presenting with suicidal thoughts and behaviours, as their strengths become 
apparent and can be built on. This is central to using a recovery-orientated 
approach which enables positive risk-taking and client empowerment. 
Clinical psychologists could help teams to reconsider their understanding of 
suicide as well as their approaches to assessing and managing suicide by 
helping staff teams to differentiate between different behaviours such as 
suicide threats, self-harm and suicide attempts, as well as communicating a 
simple biopsyehosocial model for understanding suicidal behaviours (Rudd 
et al, 2008). This in turn may help other professionals to feel more confident 
in relating such understanding to their clients and taking into consideration 
not only risk but also protective factors, thereby helping them to see their 
clients more holistically as people who have strengths as well as difficulties.
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Clinical psychologists’ training in research is another potential area in 
which a reconsideration of current practice could be promoted. Endorsing 
research is on the National Suicide Prevention agenda (DH, 2002). 
Unfortunately, research focussing on suicidal behaviour can be very 
difficult due to various issues such as inclusion and exclusion criteria and 
also ethical consideration (Jobes et al, 2009). However, further research 
would enable a better understanding of what service users find helpful as 
well as the effectiveness of interventions and the development of treatments. 
It has been suggested that it is difficult to disseminate effective treatments 
for suicidal behaviours due to the lack of published treatment manuals 
(Comtois & Linehan, 2006), thereby maintaining a gap between research 
aimed at suicide preventions and clinical practice (Jobes et al, 2009). 
Clinical psychologists could help with the dissemination of research within 
their teams, through which better theory-practiee links could be achieved. 
Additionally, by carrying out audits and service evaluations, elinieal 
psychologists could gain a better understanding of the strengths of the 
interventions offered as well as how to further develop these to meet service 
users’ needs.
CONCLUSION
In this essay I have tried to refieet my ideas about how mental health teams 
understand and respond to the risk of suicide, and how elinieal 
psychologists could contribute in order for these to be reconsidered. 
Although it has been suggested that effective management of suicidal 
behaviour should build on an individual’s self-reliance, self-awareness, self- 
control and personal responsibility (Rudd et al, 2008), mental health teams 
may still employ more risk-averse strategies. Whilst these practices, which 
can be overly-restrietive such as hospitalisation, may reduce the immediate 
risk of suicide, they do not appear to reliably support the client in resolving
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their ambivalence about wanting to live or die (Zerler, 2009). However, due 
to mental health professionals’ anxieties about working with suicidal clients 
(Chemtob et a/ , 1988) , which may currently be compounded further by 
NHS reforms putting strains on services (DH, 2010), mental health teams 
may find it difficult to move towards a position of safe uncertainty and 
positive risk taking. Clinical psychologists could contribute to a 
reconsideration of current practices in several ways. These include 
providing consultation and training to staff teams in order to aid further 
understanding of suicidal behaviour and build on staff competencies and 
confidence in assessing and managing risk. Additionally, elinieal 
psychologists could provide staff support and supervision, enabling teams to 
feel more supported and adopt a more collaborative working alliance with 
their clients. Lastly, by engaging in research and audit and by disseminating 
research to staff teams, elinieal psychologists could help teams to reconsider 
their practice by providing evidence-based interventions and a better 
understanding of what service users find useful. Such contributions may 
facilitate a shift in how mental health teams not only understand risk, but 
also in how they respond to it, thereby promoting a more recovery- 
orientated philosophy of practice that takes into account service users 
strengths and enables shared decision making.
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THE ORIGINAL PROBLEM BASED LEARNING TASK
At the start of the course, the cohort was divided into four Personal and 
Professional Learning Discussion Groups (PPLDG). We were informed that 
we would remain in these groups throughout training and that we would 
have a facilitator attending some of these sessions. We were also given our 
first task; to create a presentation on our relationship to change, which 
would be presented to the rest of the cohort and the staff team at the end of 
our five week induction block.
THE GROUP PROCESS
The first session took place on our second day of training. As such I didn’t 
know most members of the group. I remember feeling a sense of anxiety 
and excitement when we began to discuss the task we had been set; anxiety 
as I wasn’t sure quite what was expected of us or how we would achieve it, 
and excitement because the group seemed to be very enthusiastic and we 
engaged in a lot of interesting discussion on the topic of change. We 
focussed mainly on our ideas of personal change and how change can be 
measured. We agreed to research change so that we could discuss this in 
more detail during the following session.
On returning to the group, we had what felt like quite a chaotic session that 
felt a little like an explosion. Our focus shifted from personal to more 
systemic ideas of change, such as how our own change can affect our 
families and communities, and also how polities, culture and society change 
over time. We also discussed changes in the Mental Health system, and how 
the environment and climate change can affect Mental Health. We thought it 
would be interesting to reflect on the changes in our group as the task 
progressed, and decided to focus our presentation on this.
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In order to take into account theory-practice links, we decided to research 
different psychological theories of change, taking into account 
psychodynamic, Cognitive-Behavioural, health behaviour and 
organisational psychology perspectives. We discussed these in the following 
week and also began to focus on how to structure the presentation. One of 
the main theories that we engaged with as a group was Tuckman’s (1965) 
stages of change theory, which suggests that groups go through various 
different stages, namely a period of getting together or forming, which is 
followed by a period of getting acquainted with each other and establishing 
ways of working, which is called norming. This is preceded by a stage in 
which group members may begin to disagree with each other and take on 
different roles, which is called storming, after which the group begins to 
achieve what they have set out to do, thus performing. Trying to decide on 
how to structure the presentation and what to include in it felt quite 
frustrating, as we all had different ideas. However, by considering different 
learning styles, we managed to pool all our ideas together and divide them 
into common themes. Although this session was particularly tiring, it made 
the task feel a little more concrete and it was a relief to finally have a plan in 
terms of what we were going to do, as it felt as though we were beginning to 
run out of time.
Quite early in the process, we decided to include reflective space at the end 
of each session, so that we could refleet on the group dynamics, and also on 
ourselves. We reflected on the different learning styles within the group and 
the diverse personal, cultural and professional backgrounds we came from, 
which offered some interesting and diverse perspectives. Some group 
members used this time to discuss how they felt about the task and the 
group. This time was also used to refleet on how we felt we came across to 
others in the group, and to obtain feedback on this. The group felt like a safe 
place to do this, as we had established group agreements in our first session 
in order to promote safety and honesty.
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One of the things that we noticed while reflecting on the group dynamies 
was the impact of the facilitator’s presence. The sessions in which our 
facilitator was not present seemed to be much more chaotie and 
disorganised. Although these sessions were important and very creative, we 
noticed that having a facilitator present made the sessions feel more 
contained and guided. The facilitator also added further interesting 
reflections to our discussions, which enabled us to develop our ideas and 
work more cohesively. This made us reflect on the importance of having 
someone who can help to facilitate change by providing different insights 
and maintaining a structure that promotes a feeling of safety and 
containment.
THE PRESENTATION
We decided to present our work in the form of a collage. Some members of 
the group had previously used collages in group work when discussing 
change and this was also a suggested was of presenting ideas about change 
by Ernst and Martin (2006). As we had decided to focus our presentation on 
the processes we had gone through as a group, we used Rolfe et al’s (2001) 
framework for critical self reflection, which suggests reflection at three 
different levels; a descriptive level (what we did), a theory and knowledge- 
building level (what this means) and an action-orientated reflexive level 
(what this means in practice).
Whilst thinking about the second level of reflection, we became aware of 
the fluctuating emotions and levels of motivation expressed by individuals 
but also by the group as a whole at various stages of the process. We at 
times felt energised and inspired, whilst feeling deflated and frustrated when 
having to make difficult choices about the task. We also reflected on how 
we believed we came across in the group, with some members feeling like 
they contributed too much and others feeling unheard. Especially in the first
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few sessions there was a sense of feeling self eonseious about how we came 
across and also the ideas we generated as individuals. Discussing these 
common themes and working through the different processes we went 
through created a feeling of togetherness and support.
In discussing these issues and reflecting on the changes we have gone 
through in our lives, we realised that many of our own thoughts and feeling 
about change may be similar to those of the people who use our services and 
their carers, such as feeling unheard and disempowered. The frustrations 
that may occur when change does not appear to be visible could lead to a 
reduction in motivation during therapy. We discussed the importance of not 
reacting defensively to such a situation, but to work collaboratively through 
this, as we had managed to as a group. We also reflected on the importance 
of being open and receptive to different perspectives so that everyone feels 
heard and valued. We thought about this in terms of working within a multi­
disciplinary team (MDT), and the different belief systems that may be held 
by different professionals. Additionally, we thought about elinieal 
psychology in a wider social and political context and the changing role of 
clinical psychologists, which made us refleet on the importance of 
developing adaptive and transferable skills.
These ideas were all represented by various pictures in our collage, which 
were discussed during the presentation. The collage was presented as a 
time-line of what we did with what this means to us and to our practice 
added within this. Additionally we added representations of our reflections 
on the group dynamics.
RE-EVALUATION OF THE EXERCISE
Following the presentation, we were asked to submit our ideas for 
publication and although our group has continued to develop, we have taken
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some of the ideas from our presentation forward and ineluded this in our 
sessions.
We have taken it in turns to present our Genograms, in order to aid further 
self-refleetion and also so that we ean continue to refleet on the diversity in 
our group and learn from each other. Additionally, we also make time to 
discuss any issues from the course or from placements, be it with clients, 
supervisors or other members of the teams we work in. This peer 
supervision enables us to refleet on the work we are doing and also to 
discuss various ideas and different perspectives we may have which can 
help us to learn from each other. The group continues to feel a safe and 
supportive environment to discuss difficult personal and professional issues.
Some of the ideas and reflections we discussed in the presentation have 
helped me to reflect on certain aspects of my placement. Starting a 
placement in a setting I had little previous experience of made me feel 
unskilled and vulnerable. I reflected on my past experiences of starting new 
jobs and working with different people and was able to normalise these 
feelings, remembering that, within a few months I had always felt more 
settled and confident in my role and the work that I was doing. This has 
been the ease again, and after several months in my current placement, I feel 
that I am starting to become more autonomous and confident within the 
team and also within my supervisory relationship and the work I do in 
sessions with clients. This has been explored with my supervisor on 
placement, who feels that I have become a valued member of the team and 
am developing my role both as a therapist and as a member of the MDT.
I have also reflected on the process of change for the clients that I work with 
who are hoping to change difficulties they have endured for a long time. 
Discussion at the start of therapy has highlighted their difficulties in 
changing their current behaviours, as they enable them to predict how each 
day will be, rather than having to deal with the anxiety of the unknown. This
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has made me realise the importance of adequately preparing clients for 
change, not only to enhance motivation, but also to instil much needed hope 
for many of the people who use our services.
I reflect on this particularly with one client who describes feeling frustrated, 
hopeless and unmotivated at times. She is often unable to identify the 
changes that she has already made, and is fearful of making further changes 
as she does not know what to expect. I hope that my role is similar to that of 
my PPDLG facilitator who was able to help us contain our anxieties and 
offer another perspective, which enabled us to move forward as a group. I 
also take my own frustrations into consideration and wonder whether it is 
my own expectation of my client that makes me feel this way, or whether I 
feel like I have failed her in some way. Interestingly, I feel that we have 
developed a good therapeutic relationship and she is able to be honest and 
open with me. This has been useful in deciding how we will progress 
through treatment and in re-evaluating treatment goals. Additionally, I have 
found that reflecting on this in supervision and with my peers has been 
extremely beneficial, as I have been able to explore different perspectives 
and continue thinking about and formulating my client’s difficulties and 
how best to support her in achieving her goals.
SUMMARY
This essay has explored both mine and my PPDLG’s reflections on our 
relationship to change and what change means to us. This was done in the 
context of preparing a presentation over a five week period on embarking on 
clinical training. We decided as a group to focus our presentation on the 
process we went through as a group, what this means to us and our future 
practice and demonstrated this in the form of a collage. Additionally I 
reflected on the process I went through in starting my placement as well as 
how my relationship to change may impact on my elinieal work.
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THE ORIGINAL PROBLEM BASED LEARNING TASK
On commencing the second year of clinical training, we began our next core 
placement. As a year, we were divided into three different placements; 
working with children and young people, older adults or people with 
learning disabilities. We were also presented with our second Problem 
Based Learning task (PEL). This consisted of a vignette, in which two 
parents with mild learning disabilities had their children removed due to 
concerns of the children’s welfare owing to parental discord and the 
possibility of witnessing violence. The children were also at risk of neglect 
due to their living conditions and concerns about the parents’ abilities to 
look after them. Additionally, the mother had a history of experiencing 
domestic violence and being depressed, and was currently not engaging well 
with services. There were also concerns about the father’s use of alcohol.
The children and their parents were part of a wider family system of 
paternal grandparents, aunts and uncles. The grandparents wanted to help by 
taking the children, however this had not been considered as a possibility.
Due to the children’s age and the potential risk factors, some professionals 
were pushing for the children to be given up for adoption. The mother had 
previously already lost children in this way. The court-appointed guardian 
ad Litem felt that, with support, the parents would be able to be good 
enough parents to their children. Due to these conflicting views, the Judge 
wanted a clinical psychologist to carry out a risk assessment in order to help 
with making a decision (see appendix for the full PEL vignette).
This case was quite complicated, involving different professional views and 
many different issues including power, discrimination and risk. Due to the 
complexity, not all issues which we discussed are included in this account; 
however, the issues of power, economic disadvantage, discrimination,
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religion and attachment which were included in prompt questions in the 
vignette were all discussed. Below is a discussion of the process we went 
through as a group in order to reach our decision about what should be done.
THE GROUP PROCESS
This PBL task was to be discussed in our Personal and Professional 
Development Learning Groups (PPDLG), which we have been in since 
beginning the first year of training. Since last year, our facilitator has 
changed, and whereas during our last PBL task we had some input from the 
facilitator, this time we would engage in the task without their presence. I 
believe this may have had an impact on how we worked together during the 
task.
At our first meeting, we read the vignette discussing certain aspects of this. 
We thought about the parents and the appropriateness of the parenting 
interventions they had been offered so far, as well as the way in which 
professionals communicated with them, and the extent of the parents’ 
understanding of this and of their rights. This led to considering possible 
biases which may be held by professionals who work within child 
protection, as well as the stresses involved in such work. We discussed the 
mother’s history and expectations as well as why the grandparents had not 
been considered as possible carers for the children. We felt as a group that 
we did not have enough information and would want to conduct further 
assessments; cognitive assessment of the father’s abilities, as these were 
unclear and he did not have an official diagnosis of learning disability, as 
well as an assessment of the parents’ abilities in activities of daily living. 
We decided to inform ourselves more about the different issues discussed in 
this session, and set ourselves tasks before the next meeting.
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Before the second meeting we read-up on different areas, such as kinship 
versus foster care and the rights of grandparents, the rights of parents with 
learning disabilities and interventions, the impact of children witnessing 
domestic violence, as well as interagency conflict. We discussed the lack of 
support services for parents with learning disabilities and how this 
influences court decisions about where children should be placed (Tarleton 
et al, 2006) as well as such parents being more likely to lose custody of their 
children due to prejudiced views and assumptions about their parenting 
abilities (Czukar, 1983). This led to a discussion of parents’ rights to be 
parents and to get the support they need (Department of Health, 2010) and a 
consideration of research which suggests that, with appropriate support and 
parent training interventions, parents with a learning disability can be good 
enough parents (Tymchuck & Feldman, 1991; Murphy & Feldman, 2002).
We discussed the children’s needs and the importance of age when 
considering adoption, as well as considering the impact of poverty and 
parental depression on children (Emerson & Hatton, 2008; Johnson & 
Flake, 2007). As potential domestic violence was a major concern raised in 
the vignette, we discussed the impact of children witnessing this, which can 
lead to greater difficulties with behavioural and emotional problems and 
below average performance at school (Humphreys & Mullender, 2000).
This led us to consider placement options other than foster care or adoption 
and the advantages of the children staying with the family. Evidence 
suggests that kinship care generally results in more permanent placement 
than foster care, but that children in kinship care may have more access to 
abusive parents (Conway & Hutson, 2007). As little was known about the 
grandparents, other than their “fundamentalist” Christian beliefs and that 
they helped their son with food and money at times, we agreed that although 
we would like to consider the possibility of kinship care, this would have to 
be assessed to ensure risk minimisation.
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We noticed during our discussions that within our group there were quite 
conflicting views and contentious arguments about the rights of the children 
and the rights of the parents and grandparents. We reflected on the 
possibility that our views were based on our previous experiences and our 
current placements. This made us consider the different views of 
professionals in the MDT and interagency dynamics as well as the conflicts 
that can arise within a team, especially when outcomes have a high impact 
(Weingart & Todorova, 2010) and there is a high level of emotion and 
stress (Keyton & Beck, 2008). We considered the emotional impact that the 
exercise was having on us as a group and as individuals, and reflected on 
out discomfort with having to make a decision about this case under time 
pressure, and how stressful this would be if it were a real scenario we were 
dealing with. We considered our own abilities to “hold” risk and our 
positions with positive risk taking (Department of Health, 2004) and moving 
towards a position of safe uncertainty (Mason, 1993). We thought about the 
role of clinical psychologists in a team, considering reflective practice, 
being sensitive to complexity, offering psychological thinking to team 
discussions and considering our own processes and how to challenge 
ourselves when things are uncomfortable.
Whenever the need for a decision or issues of risk arose, we tended to go 
off-task and engage in conversations about other things, such as current 
television programmes and weekend plans. These conversations often 
became quite silly with lots of laughter. We thought about this in terms of 
unconscious defences and an avoidance of these discussions through 
deflection as we felt uncomfortable in making such important decisions. 
Although certain members of the group always managed to get us back on 
track, I wonder whether the presence of a facilitator during our discussions 
may have had an impact on our behaviour as a group. Additionally, as our 
current facilitator is a member of the programme team and works with 
adults, I wonder whether she would have potentially had an effect on the 
areas we discussed and decided to focus on. This was very much the case in
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last year’s PBL when we noticed a big difference between the sessions with 
and without the facilitator’s presence.
We finally carried out the required risk assessment, looking at risk fi-om 
different perspectives. We considered the physical, psychological and social 
risk of the children should they stay with their parents. We also considered 
the risks of placing the children with their grandparents, such as increases 
stigmatisation and conflicting cohort beliefs. Additionally, we thought it 
was important to consider the children’s protective factors such as their 
parents’ love for their children and the potential wider social and support 
network that could be offered through the extended family and the 
grandparents’ contact with their church. This enabled us to develop a 
potential rehabilitation plan. We decided that, following an assessment of 
the grandparents’ suitability, the children should be placed with them, and 
this would then enable a gradual move back to the parents following further 
assessment and intervention in order to reduce the risk to the mother and to 
the children.
Having finally made our decision, our final meeting focussed on how we 
would deliver the presentation. Throughout our discussions we had 
considered different possibilities for this, such as a debate, a family therapy 
session, and MDT meeting and a systemic supervision session. Below is a 
description of the presentation we decided on.
THE PRESENTATION
Having discussed different options for our presentation, we thought about 
what we wanted to convey. Having done a lot of reading and discussion of 
the literature over the weeks, and reflecting on feedback from our last PBL, 
we decided that we wanted to incorporate as much of the evidence and
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theory we discussed as possible. We also wanted to include our reflections 
as we felt these were important in considering our roles as clinical 
psychologists.
We decided to position ourselves as trainee clinical psychologists rather 
than to assume the roles of other professionals. We had a narrator who 
introduced our presentation and our position, and who also concluded the 
presentation with key reflections of the task as well as future 
recommendations for practice and service delivery.
We also had a group of “discussants” who took the role of the PPDLG 
group and demonstrated some of the discussions we had as well as some of 
the behaviours that occurred, such as changing conversations whenever we 
had to make a decision. Additionally, we had a group of “reflectors” who 
presented the main reflections we made on our process and added theory 
about why this may happen. Behind us, we had a PowerPoint presentation, 
the slides of which contained the information we were discussing. We 
included this in order to take into account different learning styles.
RE-EVALUATION OF THE EXERCISE
I found this PBL exercise very interesting and worthwhile. As I have been 
working in a community team for people with learning disabilities, I feel 
that I was advocating the interests and rights of the parents more strongly 
than those of the children. I especially identified with the need to make 
information accessible to the people I have been working with and the 
importance of taking into account communication and learning styles. I have 
also taken more notice of power imbalances between myself and clients I 
have worked with in this placement as I have found these to be more 
apparent than in the work I have done in adult services. Additionally, I have
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also considered issues of acquiescence with my clients, although at the time 
of writing this account, they have always been able to disagree with me 
when they had a difference of opinion. I wonder if this may be because of 
the extra effort I put into enabling them to do so and empowering them to 
have their needs met due to my increased sensitivity to these issues. I am 
about to start a women’s group that considers different relationships, 
boundaries and rights with the hope of empowering women to protect 
themselves and find appropriate and supportive people to have relationships 
with. I imagine that some of the issues discussed during the PBL task will 
arise during the course of the group, such as domestic violence, attachment 
issues and power issues.
I have been working with a parent and through this have developed some 
insight into the difficulties of parenting and how this can be impacted on 
when a parent has a learning disability and a mental health difficulty. I am 
also currently working with a client who has become quite suicidal. Holding 
the risk for him and the staff team that work with him has been very 
uncomfortable for me, as I have been trying to enable him to develop other 
ways of managing his emotions and allowing him to take some 
responsibility for himself. My supervisor and team have been extremely 
supportive during this time, and this has made me reflect on the importance 
of having a cohesive and supportive team when handling risk issues such as 
the ones described in the PBL task in order to aid decision making.
My next placement will be in child and adolescent services. I wonder how 
my position with regards to the PBL task will change when I come across 
similar child protection issues. I believe it is important to be able to reflect 
on such processes and challenge my beliefs in order to be able to meet the 
needs of the people I work with as well as their wider system and the 
professional systems around them.
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Problem Based Learning Exorcise
Child Protection, Domestic Violence, Parenting, Attachment and 
Learning Disabilities
The Famiiy
The Staines Famiiy ' w I- „.W 1
L i t
É?ï"
Live locally 
I  Supportive o
Raised In the 
care system
Twins
Sarah No contact wt h mother and father
-  Domestic ViolenceThe Prefessiena! netwent
FixrateiK
Ox
C ^ U strÿ^issIm 'Jîoœ ow iil^A caiicm »: ‘r ttm V JS  M  20  Problem  B * « 3  ( .tm tin g  E ncrc ije  LDCItiM v2  O d M  37^ 5^  ^
58
The Problem
The twins, Sally and Sarah Staines, were placed in short term foster care, 
following a recommendation of a full child protection case conference, and 
enacted at an initial Court hearing, that the children continued to be at risk in 
the care of their parents. The children were on the child protection register, 
under the categories of emotional abuse and neglect. The children’s Guardian 
(Court Reporter) has approached you, and asked you to help the Court by 
conducting a full risk assessment, and if appropriate, to help the Court 
develop a rehabilitation plan for the children. This Is a joint instruction by all 
parties to the proceedings. Hov/ever the Local Authority wishes to place the 
children for adoption, before it is too late. In the belief that Mr and Mrs Staines 
will nover beable to care adequately for their children. Mr and Mrs Staines 
are passionate in their commitment to have the children returned to their care.
Whose problem is it? Why?
Some Background Information.
Mr and Mrs Staines are white English. They live on State benefits. Mrs 
Staines is described as a woman with learning disabilities, in the mild range. 
Mr Staines attended a school for children with special educational needs. His 
parents are members of à fundamentalist, evangelical Christian church. Social 
Services has not approached them as potential carers for the children, 
although they would welcome such an approach. Mr and Mrs Staines do not 
read and write English. It should be noted that many long reports have been 
written about them, their children, their care of their children and so on. Their 
solicitors read the reports out loud to them, usually once, and sometimes on 
the morning of a Court hearing.
Mrs Staines has two older children living with separate adoptive families. She 
is not able to have contact with them at the moment, as It was closed 
adoption. This is because her first husband v/as extremely violent to her, and 
threatened violence to the previous social workers. Social Services staff 
feared for the safety of the adopters if their whereabouts were known. Mrs 
Staines promised herself it would be different with this marriage and for these 
children.
Mr Staines has physically assaulted Mrs Staines, during disagreements, and 
apparently only when inebriated. She minimises his behaviour, saying it is 
nothing compared to what her previous husband used to do to her. The tv/o 
children have witnessed these arguments and assaults. Mr Staines has not 
been offered a service from the local drugs and alcohol agency.
Mr Staines’ parents are supportive. They buy clothes and toys for the children, 
and occasionally buy food shopping for the family. Apparently, they are willing 
to look after the children, despite Mr Staines mother suffering from a painful 
rheumatic condition. Mrs Staines was raised in the Looked After Children
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At the start of the course, the cohort was divided into four Personal and 
Professional Learning Discussion Groups in which we would remain 
throughout training and which would be facilitated by a clinical 
psychologist. Our first task was to develop a presentation exploring our 
relationship to change, which would be presented to the rest of the cohort 
and the staff team at the end of our five week induction block.
Following this task, we decided to move on to taking it in turns to present 
our genograms, in order to aid further self-reflection and also so that we 
could continue to reflect on the diversity in our group and learn from each 
other.
As the year progressed, the group changed in terms of the roles that 
individuals took in our sessions. This made me reflect on my own personal 
changes over the year, such as being influenced by other group members’ 
learning styles and communication styles. As the group became more open 
and cohesive due to a greater understanding of each other, it also became a 
source of support.
The positive experience of the group made me consider the importance of 
supportive relationships from a therapeutic perspective, and also in terms of 
good working relationships within teams. Thinking about the potential roles 
of clinical psychologists in the NHS made me reflect on the importance of 
being able to offer and accept diverse perspectives as well as the importance 
of a collaborative working-style balanced with a directive approach when 
necessary.
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At the start of the course, the cohort was divided into four Personal and 
Professional Learning Discussion Groups in which we would remain 
throughout training. Since last year we have had a change of facilitator, 
changes in placements and a further problem based learning task (PBL).
Having worked cohesively as a group last year, we experienced some 
conflict during the PBL and decided to engage in a sculpting exercise as a 
way of giving each other feedback about how we see ourselves and others in 
relation to the group.
Having recovered from the exercise we began to engage more in 
professional learning during the group, partly due to the incorporation of 
reading seminars. We reflected on how we had moved away from the 
personal and decided to incorporate protected personal time in order to 
achieve more of a balance between the personal and the professional.
The group made me reflect on the importance of reflective space in 
supervision, in order to generate greater awareness of how personal issues 
can impact on clinical work, as well as the effects of clinical work on me 
personally. Additionally, due to some of the challenges faced by myself and 
by the group over the past year, I have reflected more on the dynamics 
within some of the teams I have worked in as well as the potential role for 
clinical psychologists as mediators within teams.
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OVERVIEW OF CLINICAL EXPERIENCE OVER THE FIVE
PLACEMENTS
Adult Placement
This placement was split between a specialist Eating Disorder Service 
(EDS) and a Primary Community Mental Health Team (PCMHT). Working 
within the EDS enabled me to carry out assessments, formulations and 
interventions with individuals presenting with eating disorders including 
Anorexia Nervosa, Bulimia Nervosa, Binge-eating Disorder and Night 
Eating Syndrome. Additionally, many individuals presented with co-morbid 
mental health difficulties including depression, anxiety and impulsive 
behaviours such as self-harm as well as personality disorder. I worked in an 
outpatient setting, at times dealing with high-risk cases and child 
safeguarding issues. Motivational enhancement was used in order to prepare 
clients for therapy by increasing their motivation to change. CBT and 
schema-focussed therapy were used as the main therapeutic models. This 
placement enabled me to develop my engagement and long-term therapy 
skills. I also had the opportunity to facilitate a CBT-based group 
intervention, as well as evaluating the service-user satisfaction with the 
service through questionnaires and carrying out audits. This placement gave 
me the opportunity to supervise an assistant psychologist in service 
evaluation and audit. I gave presentations to the service regarding the 
outcome of the service-user evaluation, as well as diversity in eating 
disorders.
My work at the PCMHT enabled me to diversify my experience through 
working with individuals presenting with a range of difficulties including 
trichotillomania, emotional management difficulties and relapse-prevention 
for psychosis. I was able to build on my understanding of CBT, as well as 
ACT. I was able to contribute to service development by creating a leaflet 
for clients explaining the different types of therapists they may work with in 
the service as well as the different types of intervention that may be offered. 
Both placements required MDT working as well as liaison with other 
agencies, such as GPs. The combination of working in a specialist service 
and a more generic mental health service gave me a breadth of experience 
fi-om which I could build on and draw from in subsequent placements.
Learning Disability Placement
For this post I was placed in the Community Team for People with Learning 
Disabilities (CTPLD). I worked with adults with a learning disability in both 
an outpatient setting as well as in some clients’ homes and residential
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settings. My roles included carrying out assessment, formulation and 
intervention with clients presenting with a range of difficulties including 
panic, psychogenic non-epileptic seizures, bereavement, depression and 
PTSD, as well as working with staff teams by providing a functional 
analysis of a client presenting with pica. Clients’ abilities ranged from mild 
to profound learning disabilities, and some clients also presented with 
additional difficulties such as autism and Asperger’s Syndrome. The main 
therapeutic models and interventions used were behavioural, cognitive and 
systemic. Neuropsychological assessments were carried out in order to 
provide recommendations about how best to support individuals’ needs and 
with regard to memory and dementia.
As part of this placement I developed a group intervention, providing 
psychoeducation to female clients regarding sexual health and risky sexual 
behaviour. As part of this, I supervised the assistant psychologist with 
whom I co-facilitated the group. I also supervised the assistant psychologist 
in completing an audit. Additionally as part of this placement I provided 
training about dementia to residential staff and also gave a presentation 
about eating disorders to the MDT. This placement enabled me to develop 
my skills in adapting communication to suit individuals’ needs and to use 
creative ways of communicating including non-verbally through the use of 
pictures.
Child Placement
For this placement I worked in the Primary Mental Health Team (Tier 2) as 
part of the Child and Adolescent Mental Health Team (CAMHS). This 
enabled me to work with children and young people between the ages of 
four and eighteen. As part of this placement I provided assessment, 
formulation and intervention for depression, low self-esteem, anxiety, OCD, 
ematophobia and challenging behaviour. Work was both direct and indirect 
through parent and school consultations. The main therapeutic model used 
was CBT, however this placement also gave me the opportunity to work 
with a narrative therapy model and to be part of the reflecting team in the 
Family Therapy Service. Neuropsychological assessments were conducted 
to gain an understanding of and provide recommendations for possible 
developmental difficulties. Additionally, I presented on Relational Construct 
Theory to the Trust-wide psychology meeting following a work-shop I had 
attended.
This placement gave me the opportunity to work systemically with children, 
their families and the wider systems around them. Working indirectly with 
parents and schools enabled me to develop my skills in inter-agency 
working. As such, I had to adapt my communication in order to meet the
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needs of children, their parents and other non-psychology professionals such 
as teachers.
Older People Placement
This post took place within a CMHT for older people. As part of this, half a 
day a week I was placed in a specialist Falls Clinic. Both aspects of this post 
involved assessment, formulation and intervention for difficulties such as 
anxiety and depression, however, clients at the Falls Clinic often presented 
with additional physical health and neurological difficulties such as 
Parkinson’s Disease. As such, this placement enabled me to develop my 
understanding of complex physical and mental health difficulties and how 
these interact with each other. The main model used was CBT, although 
psychoeducation and reminiscence therapy were also used as interventions. 
Additionally, neuropsychological assessment for memory and dementia 
were carried out and recommendations given .
I set-up and co-facilitated a Cognitive Stimulation Group, thereby working 
with clients and their carers. Additionally, I took part in couples’ therapy 
with my supervisor, enabling me to build on my skills in reflecting and 
working within a family therapy model.
Specialist Placement -  Forensic
For this post I was placed in a high secure forensic setting. I was involved in 
different types of assessments including initial assessment when patients 
first entered the service, personality assessment to clarify diagnosis, 
neuropsychological assessment to gain insight into strengths and difficulties 
in order to provide helpful treatment and psychosexual assessment to clarify 
links between mental illness and sexual offending, as well as to ascertain 
risk of future offending. Conducting different assessments enabled me to 
develop my engagement skills, as well as to use a variety of instruments to 
aid assessment, including semi-structured interviews and a range of 
psychometric measures.
As part of this placement, I also provided assessment, formulation and 
intervention to patients who were referred for behaviours that challenged 
their teams. This included working behaviourally with a man with 
Asperger’s Syndrome. Additionally, I provided staff consultation in order to 
support the staff in working with this patient. This placement also gave me 
the opportunity to co-facilitate a psychoeducation group that aims to provide 
information for, thereby creating a better understanding of mental illness 
and patients’ diagnoses.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
A woman in her twenties (Emma) with a diagnosis of an atypical eating 
disorder was referred for psychological therapy at an outpatient eating 
disorders service. At the time of assessment her difficulties included low 
mood and restricted eating as well as over-exercising. These difficulties 
were measured using the Beck Depression Inventory (Beck et al, 1996), the 
Beck Anxiety Inventory (Beck & Steer, 1991) and the Eating Disorders 
Inventory 3 (Gamer et al, 1984).
In accordance with NICE Guidelines (2006) Cognitive Behavioural Therapy 
(CBT) was offered. The formulation and intervention process were guided 
by Waller et a/’s (2007) model for restrictive cases. Emma identified with 
the initial formulation and understood the rational for using this to guide 
treatment. The intervention process is ongoing and to date we have met for 
14 sessions. The main areas of focus for intervention include building a 
therapeutic relationship, psychoeducation, early behavioural change, 
cognitive restructuring and making a relapse prevention plan.
Outcome to date was measured using self report and considering Emma’s 
progress in working towards achieving her treatment goals. On a 
behavioural level she has successfully reduced her frequency of exercise and 
has also managed to introduce breakfast into her diet. On a cognitive level, 
she continues to develop a more flexible thinking style with regards to 
eating, weight and shape. Outcome will continue to be measured as we 
progress through treatment.
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ADULT MENTAL HEALTH CASE REPORT SUMMARY
A woman in her forties (Fiona) was referred to the Primary Care Mental 
Health Team by her GP as she wanted help with changing her hair-pulling 
behaviours. At the time of assessment Fiona was pulling her hair for about 
three hours a day in order to help her to relax and stop ruminating, however, 
this was also causing a lot of frustration and anxiety for her.
As there are no specific NICE guidelines for psychological treatment of 
trichotillomania a literature search was carried out, suggesting Cognitive 
Behaviour Therapy comprising Habit Reversal Training (HRT) as the most 
evidence-based intervention (Franklin & Tolin, 2007; Penzel, 2003). The 
initial formulation and intervention process were guided by Padesky and 
Mooney’s (1990) five aspects model. The first stage of intervention 
focussed on reducing the hair-pulling behaviours through HRT. We then 
used a schema focussed approach to re-formulate Fiona’s current 
difficulties, paying greater attention to the development of these and 
formulating the hair-pulling behaviours as possible coping strategy for her 
schemas. The intervention process is ongoing and to date we have met for 
8/12 sessions.
Outcome to date was measured using self-report and considering Fiona’s 
progress in working towards achieving her treatment goals. On a 
behavioural level she has successfully reduced the frequency of hair-pulling 
behaviours. On a cognitive level, she has a greater understanding of the 
development and maintenance of her current difficulties, and is beginning to 
identify areas in her life where she wants to make changes to improve her 
well-being.
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PEOPLE WITH LEARNING DISABILITY CASE REPORT
SUMMARY
A woman (Rachel) in her twenties was referred to the Community Team for 
People with a Learning Disability by her neurologist as she wanted help 
with reducing the frequency of psychogenic nonepileptic seizures (PNES). 
At the time of assessment she was experiencing about 7 PNES per week and 
had stopped going out on her own for fear of having a seizures, losing much 
of her independence and becoming more reliant on her family.
As no specific NICE guidelines for psychological treatment of PNES exist a 
literature search was carried out, suggesting CBT as the most evidence- 
based intervention (Reuber, 2005; Goldstein et al , 2004). The initial 
formulation and intervention process were guided by Padesky and Mooney’s 
(1990) five aspects model. The first stage of intervention focussed on 
reducing the fi-equency of PNES through relaxation and distraction 
techniques. We then used graded exposure to enable Rachel to achieve her 
goal of going on the bus alone. The intervention process is complete and we 
met for 12 sessions.
Outcome was measured using self-report of seizure frequency. She has 
successfully reduced the fi-equency of PNES from 7 to 2-3 per week, and 
has managed to successfully complete several bus journeys on her own, 
working through the hierarchy we had developed. We also completed pre 
and post therapy measures for anxiety and depression. Her scores on the 
Glasgow Anxiety Scale for Intellectual Disability reduced fi-om 23 to 19 
whilst she scored sub-clinically on the Glasgow Depression Scale for 
Intellectual Disability.
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CASE REPORT SUMMARY
A ten year old boy (Jack) was referred to the CAMHS Primary Mental 
Health Team by his school. They were concerned about his behaviour as he 
could become extremely angry. They described his aggression as escalating 
very quickly to the point of no control when he would refuse to follow adult 
instruction and was excluded from school on a number of occasions for 
pushing and kicking adults. He was receiving behavioural support at school 
and although there had been some improvement, there were still on-going 
concerns about the persistence of these behaviours.
Jack’s family had no concerns about his behaviour at home however his 
parents were worried that he may struggle in secondary school and were 
therefore supportive of the referral. His mother described Jack as being a 
very sensitive boy and she believed the aggressive behaviours to have 
started following a period of teasing at school.
Following Jack’s initial assessment, he was referred for psychological 
therapy in order to help him to find alternative ways of expressing his 
feelings and managing the anger. As he responded well to externalising the 
anger in our first session, my supervisor and I thought it might be helpful to 
use a narrative approach in our sessions. The oral case presentation 
illustrates the ways in which certain aspects of the narrative approach helped 
Jack, his mum and I move away from the story of Jack’s anger and towards 
an alternative story which includes positive aspects of Jack’s personality 
that he and his family and friends value. In particular, the presentation 
focusses on how landscaping of action and meaning can help to thicken the 
alternative story.
Jack and his mum attended 12 sessions of narrative therapy with me. 
Although no formal assessments were used. Jack, his mum and his teacher 
noticed a reduction in aggressive incidents as well as a brightening in his 
mood overall.
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OLDER PEOPLE CASE REPORT SUMMARY
Mr Frazer was referred to the Community Mental Health Team (CMHT) for 
Older People as he was experiencing difficulties with memory, and his wife 
was finding it increasingly difficult to support his needs. He was also 
experiencing falls which were being investigated by a cardiologist and a 
specialist falls clinic.
The Occupational Therapist at the falls clinic undertook preliminary 
investigations into Mr Frazer’s memory difficulties using the 
Addenbrooke’s Cognitive Examination (revised) in which he the Rivermead 
Behavioural Memory Test, in which he performed very poorly. Due to the 
falls he was experiencing, there was a query as to whether he may have a 
Parkinson Spectrum Disorder such as Progressive Supranuclear Palsy (PSP). 
As the picture was unclear, Mr Frazer was referred for further 
neuropsychological assessment in order to clarify whether his cognitive 
difficulties were due to a dementia, and if so, what type.
Following three assessment appointments in which various tools were 
administered, it was suggested that Mr Frazer’s cognitive profile appears to 
be suggestive of a slow progressive frontal lobe variant of Alzheimer’s 
Disease with a mixed PSP aetiology.
The results of the assessment were discussed with Mr Frazer and his wife 
and strategies to support him with some of his difficulties were given. These 
included memory strategies as well as continued reviews with the CMHT in 
order to continue offering support to his changing risks and needs in the 
future.
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ABSTRACT
The National Service Framework for Mental Health (Department of Health, 
1999) stipulates that services deliver high quality treatment and care and 
involve service users and their carers in the planning and delivery of care. 
As such it is important for services to seek the views of their service users to 
evaluate and monitor services. This project aims to identify how satisfied 
clients are with the services provided by a Trust-wide Eating Disorders 
Service (EDS), consisting of three hubs placed throughout the Trust.
All current and recently discharged service users were sent a questionnaire 
which measures satisfaction with various services provided by the EDS. 
These include the initial triage assessment, psychiatric reviews and 
psychological therapy, amongst others. Satisfaction was measured using a 
five-point Likert scale ranging from strongly agree to strongly disagree.
74 questionnaires were returned. Data were entered onto an SPSS 
spreadsheet and descriptive statistics calculated overall and per hub. The 
majority of participants were satisfied with services provided by the EDS, 
however, some areas for potential service development and improvement 
were identified. These include offering additional support to clients who are 
awaiting initial assessment and offering more flexible appointment times. 
Making treatment more individualised in order to meet the diverse needs of 
clients was also seen as a potential area of improvement, as was improving 
carer involvement and support.
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INTRODUCTION
The Eating Disorders Service (EDS) in which I work consists of three hubs 
based throughout the Trust. All hubs offer out-patient services and one of 
them additionally offers day care facilities to adults (age 16-75 years, 
excluding those aged 16-18 who are in frill-time education or receiving 
treatment from Child and Adolescent Mental Health Services). The three 
hubs have developed a joint triage / assessment system for newly referred 
clients in which all Care Pathways are considered.
The EDS offers treatment to clients with moderate to severe Anorexia 
Nervosa (AN), Bulimia Nervosa (BN), Eating Disorder Not Otherwise 
Specified (EDNOS) and Binge Eating Disorder (BED). A range of 
treatments are offered including individual and group psychological therapy, 
as well as individual counselling, dietetic advice and psychiatric reviews. 
Referrals are accepted from General Practitioners (GPs) and (primary care) 
community mental health teams ((P)CMHTs) and are assessed by a member 
of the specialist team at triage to establish whether or not the client has an 
eating disorder as well as to assess mental state and other relevant risk 
factors. Following the triage assessment, the assessor discusses this with the 
multi-disciplinary allocation team in order to optimise care and identify a 
suitable treatment plan. Once this has been decided upon, the assessor 
discusses the outcome of their assessment with the client and the Care Plan 
is formalised and a named worker from within the team is allocated. Clients 
are accepted for treatment on the basis of fulfilling the referral criteria. 
When this is not the case, clients are signposted to other services and 
referred back to their GP or (P)CMHT. (Appendix 1 for full referral and 
exclusion criteria). Additionally, for clients with co-morbid conditions, such 
as obesity, the EDS liaises with and refers onto other appropriate services.
The NHS Trust within which the EDS is placed has developed standards for 
involving people who use services and their carers so they are actively 
involved in person-centred care and there is effective and appropriate 
communication and information sharing. As part of this, people who use
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services are involved in monitoring and evaluating services (Surrey and 
Borders Partnership NHS Foundation Trust, 2009).
Aims
The aim of this Service Related Research Project is to identify how satisfied 
outpatient clients are with the services they receive at the EDS. These 
services include the initial triage assessment, care planning and treatment 
such as individual or group psychotherapy. Service user satisfaction with 
regards to the general quality of the service as well as issues of diversity 
will also be inspected. This will be done through the administration of a 
questionnaire. Although the EDS has a Steering Group which seeks to 
systematically review resource and service provision, direct views of service 
users are fundamental in understanding clients’ experiences of the services 
they receive. This will enable the EDS to further develop and improve the 
quality of the services offered to clients. Additionally, this is congruent with 
the expectations of the National Service Framework for Mental Health 
(Department of Health, 1999) which expects services to deliver high quality 
treatment and care and involve service users and their carers in the planning 
and delivery of care.
Objectives
• To identify areas in which service users are satisfied with the current 
services being offered by Eating Disorders Services. This includes Care 
Planning, Correspondence, Treatment, Quality and Diversity.
• To identify areas in which service users are less satisfied with the current 
services provided by Eating Disorders Services
• To identify potential areas for improvement in service provision
METHOD
Participants
To incorporate the views of as many people as possible, all current service 
users were identified from each of the three hubs. Additionally, those clients
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who had been discharged from the service in the last 6 months were also 
identified. Those service users who had stipulated that they did not wish to 
receive any written information by post were excluded from the survey. A 
total of 396 questionnaires were sent, 44 from hub 1, 148 from hub 2 and 
204 from hub 3.
Statement of ethics
This survey received approval from the Trust R&D committee. 
Additionally, all participants were informed of their choice in participating 
in this survey and that this would not affect their treatment or the services 
they receive. Participants were also advised about any potential side-effects 
participating in the survey might have and were given telephone numbers of 
support services should any difficult feelings arise in conjunction with 
completing the survey. Finally, participants were advised of their ability to 
withdraw from the survey at any time.
Measures
The Clinical Psychologist of the service had previously begun to develop a 
questionnaire in order to measure service user satisfaction. Much of its 
content was specified to the service, however I had some input in its 
development, ensuring clarity of questions and layout. The questionnaire 
(Appendix 2) comprises a Likert Scale in order to measure the extent of 
service user satisfaction within each of the sub-categories, such as the 
referral, the triage assessment, treatment and diversity. Additionally, each 
sub-category has space for service users to leave additional comments.
Procedures
All identified participants were sent a questionnaire, information sheet and 
consent form with a stamped and addressed envelope. Additionally, 
questionnaires were placed in the waiting areas of each of the hubs beside a 
response box, for service users to complete while they were waiting should 
they wish to do so.
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Each participant was given a unique identification number. Once 
questionnaires and consent forms had been returned, service users’ files 
were used in order to identify their diagnoses. Consent forms and 
questionnaires were then separated, to ensure anonymity and confidentiality 
of information.
A database was created on SPSS and all quantitative information fi*om the 
completed questionnaires was entered into this.
Analysis
After entering data into SPSS descriptive statistics were calculated overall 
and by each of the three hubs.
RESULTS
Descriptive statistics
Table 1
Descriptive statistics of participants
Median/Mean S.D. Minimum Maximum
Age (years) 31 (mean) 9.7 18 55
Years of 
Eating 
Disorder
5-10 1.2 <1 10+
Service
Length
(months)
12-18 2.2 0-3 >24
A total of 74/142 (30.6%) questionnaires were returned. 38/74 (51.4%) 
participants had a diagnosis of AN with less individuals having a diagnosis 
of BN (n = 19/74 ; 25.7%), EDNOS (n = 10/74 ; 13.5%) and BED (n = 4/74
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; 5.4%). 71/73 participants described their ethnicity as being White British 
(95.9%), with one person each describing themselves as being White Other, 
Mixed White and Asian and Black African. 72/73 of the participants were 
female (98.6%).
In terms of response rate per hub, 12 participants identified their care as 
being from hub 1 (16.2%), 34 from hub 2 (45.9%) and 27 fi*om hub 3 
(36.5%). 67/74 (90.5%) participants had been accepted into the service 
following their triage assessment, with 1/74 participant being offered self- 
help and then discharged (1.4%), and 2/74 (2.7%) each being offered self- 
help and then sign-posted or just being signposted to other services.
As each of the three hubs within the service offers different treatments, the 
data from the questionnaires was analysed separately for each hub.
The first part of the questionnaire asked participants to rate their first 
impressions of the service on a 5 point Likert scale ranging from strongly 
agree to strongly disagree (Appendix 2). This included statements about the 
referral process, the location of the service and waiting times. The majority 
of participants agreed or strongly agreed with all of the statements in this 
section (Table 2). This indicates that most of the participants were satisfied 
with the referral process, the environment and location of the service and the 
length of time they had to wait for their triage assessment.
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Table 2 Participants who agreed or strongly agreed on parts 1 and 2 of the 
questionnaire 
* Appendix 2
Hub 1 Hub 2 Hub 3
Part 1 First
Impressions :
• Satisfaction with 11/12(91.7%) 26/32 (81.3%) 25/27(92.6%)
referral process
• Satisfaction with 8/12 (66.7%) 22/32 (68.8%) 20/27(74.1%)
information
• Convenience of 10/12(83.3%) 21/32 (65.6%) 19/27(70.4%)
location
• Location was 11/12(91.7%) 29/32 (90.6%) 26/27(96.3%)
comfortable &
clean
• Waiting time for
Triage assessment 11/12(91.7%) 19/32 (59.4%) 24/27(88.9%)
• Friendly 
receptionist 10/12(83.3%) 32/32 (100%) 26/27(96.3%)
Part 2 Triage
Assessment :
• Assessment was 10/12(83.3%) 20/32 (62.5%) 18/26(69.2%)
helpful
• Questions were 11/12(91.7%) 21/32 (65.6%) 19/26(73.1%)
clearly answered
• Not confused by 12/12 (100%) 23/32 (71.9%) 23/26(88.5%)
medical terms
• Satisfied with 11/12(91.7%) 23/32 (71.9%) 19/26(73.1%)
outcome
• Clear rationale for 10/12(83.3%) 26/32 (81.3%) 20/26(76.9%)
treatment plan
• Assessment team 12/12 (100%) 30/33 (90.0%) 23/26(88.5%)
were courteous and 11/21 (52.4%)understanding 4/12 (33.3%) 11/19(57.9%)
• Carers’ needs met 4/12 (33.3%)
7/21 (33.3%)
5/19 (26.3%)• Carers’ assessment
offered 11/21 (52.4%)
• Carers provided 
with information 4/12 (33.3%) 9/19 (47.4%)
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The second part of the questionnaire asked participants to rate their 
experience of the triage assessment, which includes recognising carers’ 
support needs. Again the majority of participants agreed or strongly agreed 
with the statements, suggesting that participants felt that the assessment 
process was helpful and clear and that staff were courteous. However, 
participants were not in as much agreement about their carers’ support needs 
being recognised and met (see table 2 for frequencies).
Part 3 of the questionnaire considered participants’ views on 
correspondence they had received. Many participants stated that this did not 
apply to them. Of those that did respond, nobody disagreed or strongly 
disagreed with the statements, suggesting that those participants who had 
received letters from the service felt that they were compassionate and 
respectful, as well as being easily understood (see Table 3 for frequencies).
The fourth part of the questionnaire focussed on care-planning. Many 
participants were unsure about whether or not they had received a care-plan 
and who their care co-ordinator was (see table 3 for frequencies).
Part 5 of the questionnaire concerns treatment. The service offers a variety 
of different treatments such as psychiatric reviews, individual counselling 
and psychological therapy, dietetic support and group therapy. Service 
users’ care is often transferred to another hub so that they are able to receive 
treatment, which is planned on an individual basis. As such, participants had 
a variety of treatment experiences, with some having been involved in 
several different treatment packages. The first 5 statements in this section 
were generic, asking participants to rate their satisfaction with the 
intervention, length of treatment, carer involvement and follow-up plans. 
Overall, for each of the hubs, participants agreed or strongly agreed with the 
statements about the care they received, indicating that participants were
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satisfied with their treatment. This was especially true for hub 1. However, 
there were participants who were not as satisfied with the level of carer 
involvement and with the follow-up plans after discharge in hubs two and 
three.
Table 3
Participants who agreed or strongly agreed on parts 3, 4 and 5 of the 
questionnaire
* Appendix 2
Hub 1 Hub 2 Hub 3
Part 3 Correspondence:
• Letters were
compassionate & 7/9 (77.8%) 25/28 (89.3%) 14/20 (70%)
respectful
• Letters were easy to 7/9 (77.9%) 24/27 (88.9%) 14/20 (70%)
understand
Part 4 Care Planning:
• Clear plan developed 11/12(91.7%) 22/32 (68.8%) 18/25 (72%)
• Involvement in developing
care plan 11/12(91.7%) 21/32 (65.6%) 17/25 (68%)
• Informed of care co­
ordinator 9/12 (75 %) 17/31 (54.8%) 11/25 (44%)
• Given copy of S.O.C or
CPA 9/12 (75%) 17/31 (54.8%) 11/25 (44%)
• Clear information about
crisis support given 9/12 (75 %) 21/30 (70%) 7/25 (28%)
Part 5 Treatment:
• Intervention met my needs 7/9 (77.8%) 23/28 (82.1%) 14/24 (58.3%)
• Satisfied with length of
treatment 8/9 (88.9%) 18/28 (64.3%) 13/23 (56.5%)
• Satisfied with level of
carer involvement 7/9 (77.8%) 11/23 (47.8%) 14/23 (60.9%)
• Satisfied with medical
monitoring 8/9 (88.9%) 19/29 (65.5%) 19/24 (79.2%)
• Satisfied with follow-up
plan 9/9 (100%) 8/28 (28.6%) 7/22 (31.8%)
The latter statements ask participants to rate their satisfaction with specific 
treatments that they received. As not all participants had received treatment, 
due to some being discharged following triage assessment, or still awaiting
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treatment, there was a lot of variability in the number of responses for each 
treatment. However, across all the different treatments offered, the majority 
of participants found their treatment to be somewhat or very effective (see 
Table 4 for frequencies across all hubs).
Table 4
Participants who agreed or strongly agreed on specific treatments in part 
5 of the questionnaire
Treatment Frequencies
Psychiatric Reviews 15/24 (62.5%)
Nursing Support 10/11 (90.9%)
Dietetic Advice 27/41 (65.9%)
Individual Counselling 26/30 (86.7%)
Individual Psychology 16/17(94.1%)
Body Image Group 2/3 (66.7%)
Slow Recovery Group 0/2 (0%)
Self-help Group 4/8 (50%)
Psycho-education Group 6/8 (75%)
CBT-BN Group 4/4 (100%)
* Appendix 2
Section 6 of the questionnaire asks about the quality of care that participants 
received. Participants from each of the three hubs were generally satisfied 
with the care they received, however, for hubs 2 and 3 quite a high 
proportion of participants did not agree or strongly agree that the supports 
they received helped them to adequately manage their eating disorder or that 
they felt their physical or emotional health and well-being improved. 
Nevertheless, most participants stated that they would recommend the 
service to others.
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The last part of the questionnaire focuses on ethnicity, diversity and 
inclusion. Most participants felt that the service was sensitive and aware of 
their needs relating to ethnicity, and the majority saw the service as being 
open (n = 62/71 ; 87.3%), inclusive (n = 61/70 ; 87.1%) and accountable (n 
= 60/69 ; 87%).
Table 5
Participants who agreed and strongly agreed on parts 6 and 7 of the 
questionnaire
Hub 1 Hub 2 Hub 3
Part 6 Quality:
• Satisfied with care I 12/12 (100%) 26/33 (78.8%) 22/27 (81.5%)
received 
• Supports helped me 8/12 (66.7%) 17/32 (53.1%) 14/26 (53.8%)
• Physical health improved 8/12 (66.7%) 20/33 (60.6%) 15/27 (55.6%)
• Emotional well-being 
improved 9/12 (75%) 20/33 (60.6%) 13/27 (48.1%)
• I would recommend the 
service to others 11/12 (91.7%) 27/33 (81.8%) 23/27 (85.2%)
Part 7 Ethnicity, diversity & 
inclusion:
• Sensitive to needs related 8/12 (66.7%) 24/30 (80%) 18/20 (90%)
to my ethnicity 
• Service was open 2/2 (100%) 1/1 (100%) 23/24 (95.8%)
• Service was inclusive 10/11 (90.9%) 28/33 (84.8%) 23/26 (88.5%)
• Service was accountable 10/11 (90.9%) 27/32 (84.4%) 23/27 (85.2%)
* Appendix 2
DISCUSSION
As part of its policy the Trust seeks to monitor, evaluate and improve the 
quality of its services. The results of this project will therefore be used to
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inform the EDS and the Trust in terms of areas of potential service 
development and improvement.
As described in the results, service users who participated in this survey 
were generally satisfied with the service as a whole, however, some areas of 
potential improvement have been recognised.
Whilst issues such as locality of the hubs and waiting times for referrals 
may not realistically be improved upon due to service and Trust constraints, 
it would be possible to respond to some of the suggestions offered by 
participants. For example, the physical environment of the hubs could be 
made more welcoming, in line with health and safety regulations. 
Additionally, whilst individuals are waiting to be assessed following 
referral, it may be possible to offer an open support group at each of the 
hubs. Although information regarding the eating disorders charity BEAT is 
sent to service users, often it is difficult for them to attend self-help groups 
due to the location of these meetings. As the hubs of the EDS are located in 
various locations throughout the county, it may be easier for potential 
clients to attend these.
The issue of flexibility of appointments was mentioned several times. This 
is another potential area of improvement of the service. Offering more 
flexible and out-of-hour appointment times would support service users in 
attending treatment, as many users of the EDS are employed. This is an 
issue that is being discussed within the service at the time of completing this 
survey.
Making care more individualised in order to meet the specific needs of each 
service user is another theme that was identified. This should be at the heart 
of every treatment, especially as the Trust has service user involvement in 
all aspects of treatment as a core value and philosophy. This appears to be 
particularly pertinent in terms of care-planning, as many participants were 
very confused as to whether or not they had even received a care plan. It is
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therefore important to involve service users in developing a care-plan that is 
meaningful to them.
The final issue that the service could improve upon is that of carer 
involvement and support. The service offers carers’ assessment and monthly 
support group, and advises carers of support groups offered by BEAT. 
Additionally, service users and their carers can be referred for family 
therapy and there is the potential for joint information sessions to aid in the 
development of a mutual understanding between service users and their 
friends and family to enable them to draw on their natural support systems. 
However, these options may not be consistently communicated, and so the 
service could make this a priority.
There are several limitations to this study. Firstly, there may be a response 
bias, not only in terms of who chose to respond to this survey, but also due 
to issues of social desirability and positively framed statements. 
Additionally, some of the questions (section 7 in particular) appear to have 
been worded in such a way that was confusing and difficult to understand.
The results and recommendations of this study have been shared with my 
supervisor and will be disseminated to the rest of the service at a team 
meeting on 15^  ^ September 2010. This will include a summary of the 
comments that participants included when they completed questionnaires. 
This will give everyone in the MDT the chance to share their views on the 
results and recommendations, aiding in the development of a plan for 
implementation of any appropriate changes that could be made.
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APPENDICES 
Appendix 1: Referral and Exclusion Criteria
Referral Criteria -  Anorexia Nervosa
1) Referrals accepted from GPs, (P) CMHTs or Sector Psychiatrists
2) Adults aged 16-75 years but excluding those aged 16-18 years who 
are still in full time education
3) Rapid or continuous weight loss
-  B M I15 or less -  Urgent, refer as soon as possible
-  BMI 15 + - Standard referral
4) When simple interventions have failed and weight remains static or 
continues to fall
5) Marked depressed mood / suicidal ideation. These patients must 
have a nominated care co-ordinator in the (P) CMHT
6) Vomiting / laxative use
7) History of amenorrhea
8) Marked physical complications -  e.g. hypotension
9) Marked activity / exercise addiction
10) Disturbed body image and / or feelings of low self esteem
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Referral Criteria -  Bulimia Nervosa
1) Referrals accepted from GPs, (P) CMHTs or Sector Psychiatrists
2) Adults aged 16-75 years but excluding those aged 16-18 years who 
are still in full-time education
3) Severe and persistent symptoms
4) Marked depressed mood / suicidal ideation. These patients must 
have a nominated care co-ordinator in the (P) CMHT
5) Duration of illness is longer than 6 months
6) Failure of first line treatment by GP or Mental Health Professional
7) We will accept referrals where there are multi-impulsive behaviours 
including self harm but specify that this group of service users must 
have a nominated care co-ordinator in the (P) CMHT.
Exclusion Criteria
The following should not be referred to the Eating Disorder Service in the 
first instance, but can be referred once they are stable:
1) Medical Emergencies -  when one or more of the following are 
present the patient should be referred to A & E
• BMI <13 and / or severe emaciation
• Weight loss rapid and continuous
• Physical symptoms e.g. cardiovascular, hypotension, 
circulatory failure, cyanosis
• Persistent vomiting
• Vomiting of blood
2) Psychiatric Emergencies, such as people with severely depressed 
mood, or other major psychiatric disturbance. These patients should 
be referred to general psychiatry
3) Where there is active self harm
4) Where the primary problem is drug or alcohol use
We do not accept the following referrals:
1) Where the primary problem is an organic disorder
2) Where the person has a learning disability and is not receiving care 
from within Learning Disability services
3) Cases of obesity where the patient’s primary aim is weight loss -  
these patients should be referred to local Weight Management 
Services
4) People diagnosed with Binge eating Disorder and a BMI > 35. a 
referral to local Weight Management Services is more appropriate in 
this instance
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Appendix 2:
Participant Invitation Letter 
Participant Information Sheet 
Participant Consent Form 
Service User Satisfaction Questionnaire
(Insert letter heading -  with EDS address & contact details) 
Date:
Address
Dear (Insert name),
INVITATION TO PARTICIPATE IN OUR OUTPATIENT SERVICE 
USER SATISFACTION AUDIT
The Trust-wide Adult eating Disorder Service continually strives to further 
develop and to improve the quality and range of services we offer to our 
clients. To enable us to achieve this we have a proactive Steering Group, 
and seek to systematically review our resource and service provision. 
However, to meet our commitment to be open, inclusive and accountable in 
our practice, we also believe it is fundamental to seek the direct views of 
those individuals who use and hopefully benefit from our services. 
Consequently, I am now writing to you as part of our endeavour to obtain 
views of our current and recent clients to ask if you would kindly be willing 
to take part in the above audit.
I enclose an information sheet, which explains more about the study, a 
consent form for you to sign if you are happy to take part, and also a copy of 
the Service User Satisfaction Questionnaire for you to complete if you wish 
to do so.
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If you would like to rake part in the audit I would be grateful if you could 
please return the signed consent form together with the completed 
questionnaire in the stamped addressed envelope provided.
Yours sincerely,
Dr
Chartered Clinical psychologist 
On behalf of the Eating Disorders Service
PARTICIPANT INFORMATION SHEET -  May 2010
Audit Lead: Dr, Chartered Clinical Psychologist
How do I decide whether or not to participate in the audit?
Before you decide, it is important for you to understand what participation in the 
audit will involve. Please take time to read the following information carefully, and 
discuss it with friends or family if you wish. Current patients please also ask any of 
the clinicians involved in your care at the eating Disorders Service if there is 
anything that is not clear or if you would like more information. Take time to 
decide whether or not you wish to take part before returning the completed consent 
form, and the questionnaire if applicable.
Whv have I been chosen?
We are approaching all of our current clients as well as those discharged within the 
last six months to ask if they would like to take part. This includes clients who 
attended a Triage Assessment Appointment and who may have been signposted on 
to more suitable services / provided with self-help literature to support them in 
managing their difficulties.
Do I have to take part?
You do not have to take part. If you do not take part, it will have no impact on the 
treatment that you will be offered.
What will happen to me if I take part?
You are asked to read and sign the enclosed consent form, and to complete a front 
sheet stating information such as your age, gender, ethnic origin, and the number of 
years you have experienced eating difficulties. You are also asked to complete the 
enclosed questionnaire, which asks for your views in the service you have received 
from us.
Once completed, the consent form, front sheet and questionnaire can be returned by 
post in the envelope provided. A copy of the consent form is also provided for your 
own records. It should take no longer than twenty minutes to complete all the 
forms.
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What if  I choose not to take part?
If it is your preference not to take part, and if you do not wish to receive any mail 
shot reminders please return the enclosed consent form indication this choice.
What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. It is possible that you might 
find participation leads you to reflect on your experiences with out service and 
your own past and / or present difficulties. As such, it is possible that completing 
the questionnaire may cause you some uneasy feelings. If this is the case, then you 
are encouraged to discuss this with your clinician at your next session. 
Alternatively, if you have already been discharged from our Service, please discuss 
your concerns with nay mental health practitioners still involved in your care, and 
if required, please ask them to contact the Audit Lead for consultation purposes. If 
you are no longer receiving the support of services and experience uneasy feelings 
a list of suitable supports is attached for your information. Please also note that re­
referrals to our Service, if suitable, can be made via your GP.
What are the possible benefits of taking part?
We anticipate that the information you provide us with will enable us to further 
improve the supports available to our current and future clients. In this respect, we 
hope that clients’ experience of the service will further develop as a containing, 
positive experience thereby facilitating the recovery process.
What if something goes wrong?
It is highly unlikely that the methods being used in the study will have any harmful 
effects. Regardless of this, if you wish to complain about any aspect of the way you 
have been approached or treated during the course of this study, the normal NHS 
complaints mechanisms will be available to you.
Will mv taking part in the studv be kept confidential?
All information collected about you during the course of the audit will be kept 
entirely confidential. The consent forms will be separated from the questionnaires 
once information has been obtained from your file regarding clinical diagnosis. The 
consent forms and questionnaires will then be held in separate locked filing 
cabinets, so that the questionnaires will themselves remain completely anonymous.
What will happen to the results of the research studv?
The results of the study will be written up in a report for the Trust-wide eating 
Disorders Steering Group. A copy of this report will also be circulated to relevant 
staff members and will be presented to our Service Commissioners. It is also 
anticipated that the results will be submitted for publication in peer-reviewed 
journals. You will not be identified in any report or publication. If you wish, then 
you will be sent a brief summary of the findings at the end of the study.
Who has reviewed the studv?
This study has been reviewed and approved by the Trust’s Local Research and 
Development Committee.
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This copy of the Information Sheet is yours to keep.
With many thanks for your time,
Yours sincerely,
ADDITIONAL SUPPORTS AVAILABLE
• NHS Direct: 0845 46 47
www.nhsdirect.nhs.uk
• Sane Line: 08457 678 000
www.sane.org.uk/SANEline
• Samaritans: 08457 909 090
www.samaritans.org
• Eating Disorders Association: 08456 341 414 
www.b-eat.co.uk
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Patient Identification Number for this audit:
COPY OF CONSENT FORM FOR PARTICIPANT’S RECORDS
OUTPATIENT EATING DISORDERS SERVICE USER 
SATISFACTION AUDIT
Please initial below
1. I confirm that I have read and understand the Information Sheet 
dated May 2009 for the above study, and have had the opportunity to 
ask questions.
2. I understand that my participation is voluntary, and that I am free to 
withdraw at any time, without giving any reason and without my 
medical care or legal rights being affected.
3. I agree that the Audit Lead or one of the Audit Assistants can obtain 
information regarding my clinical diagnosis fi"om my clinical notes.
4. I understand that once information regarding my diagnosis has been 
obtained fi-om my file that the consent form will be separated from 
the questionnaire to anonymise this. Also, that both forms will be 
kept securely.
5. I agree to take part in the Service User Audit.
6. a) I wish to receive a short summary of the audit findings once these 
are available
b) I do not wish to receive a short summary of the audit findings
OR
I do not wish to participate in the Service User Satisfaction Audit at this 
time and do not wish to receive any mail shot reminders.
Name of Patient Date
Signature
P a tie n t Identification N um ber for th is  audit:
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OUTPATIENT SERVICE USER SATISFACTION AUDIT 
FRONT SHEET: DEMOGRAPHIC INFORMATION
1. A g e   2. G en d er: F e m a le /
M ale (p le a se  d e le te  a s  app licab le)
3. First la n g u a g e ___________________
4. If not E nglish, do  you co n s id e r  you rse lf to  b e  fluen t in E ng lish?  o  Y es
No
5. Do you h a v e  a n y  h istory  o f learn ing  difficulties? □ Y es
No
6. P le a s e  ind ica te  th e  e th n ic  g roup  to  w hich you feel you belong:
White Black or British Black
A slan & A slan British
□ British □ C arib b ean  
Indian
□ Irish □ African 
P ak istan i
□ Any o th e r W hite b ackg round  d  A ny o th e r  B lack b ackg round  
B an g lad esh i
A ny o th e r A sian  b ackg round
Mixed O th e r E thnic  G ro u p s
□ W hite & B lack C arib b e an  □ C h in ese
□ W hite & B lack A frican □ A ny o th e r  e th n ic  group
□ W hite & A sian  P le a s e  specify___________________
□ A ny o th e r m ixed b ackg round
7. P le a s e  ind ica te  th e  n u m b e r o f y e a rs  you h a v e  ex p er ie n ce d  ea tin g  difficulties:
□ 0 - 1  y e a r  n  1 -  2  y e a rs  □ 2  -  5 y e a rs  □ 5  - 1 0
y e a rs  o  10+ y e a rs
7. P le a s e  ind icate  w hich of o u r se rv ice  h u b s  you w e re  re ferred  to:
□ C h e r tse y  n  E psom  n F arn h am
8. W a s  part of yo u r c a re  tran sfe rred  to  o n e  o f th e  o th e r  h u b s ?  If y e s , p le a s e  ind ica te  w hich  o n e  
an d  th e  se rv ice  you received . If no, p le a s e  skip to  th e  nex t question .
C h er tse y  F a rn h am
□ B ody Im age  g roup  □ S e v e n  S e s s io n  G uided Self-help
□ S low  R eco v ery  P ro g ram m e fo r A norexia N erv o sa  □ Individual P sycho log ical T h erap y
□ O u tpa tien t P sy c h o th e rap y
E psom
□ P sy ch o ed u c a tio n  for R estrictive P re se n ta tio n s
□ C ognitive B ehav ioural T h erap y  G roup  for individuals with Bulimia N ervosa
□ D ialectical B ehav iour Skills Training G roup
□ Individual P sycho log ical T h erap y
9. P le a s e  ind ica te  th e  ou tco m e  of your initial T riage  A ss e ss m e n t:
□ A ccep ted  into S e rv ice  & C are  P lan  d e v e lo p ed  □ S ign  p o s ted  on  to a  d ifferent se rv ice
□ P rov ided  with gu ided  self-help  a n d  d isch a rg e d  □ P rov ided  with g u ided  self-he lp  an d  sign
p o s ted  on  to  a  d ifferent se rv ice
10. If you w e re  a cc e p te d  into th e  S e rv ice , p le a se  ind ica te  for how long you rece iv ed  or h a v e  b e en  
receiv ing  ou r support:
□ 0 - 3  m on ths  □ 3 - 6  m on ths  □ 6 - 9  m on ths  □ 9 - 1 2  m o n th s  □ 1 2 - 1 8  m o n th s
□ 1 8 - 2 4 m o n th s  □ ^ 24  m onths
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OUTPATIENT SERVICE USER SATISFACTION QUESTIONNAIRE 
PLEASE NOTE:
IF YOU WERE DISCHARGED FOLLOWING YOUR TRIAGE ASSESSMENT 
PLEASE COMPLETE ONLY PARTS 1, 2, 3, 6 & 7 OF THE ATTACHED 
QUESTIONNAIRE
Part 1: First Impressions
Strong ly  A g ree
A gree
Not
S u re
D isag ree Strongly
D isag ree
I w a s  sa tisfied  with th e  referral p ro c e ss  to  th e  serv ice .
□ □ □
• I w a s  satisfied  with th e  inform ation I received  
prior to  com ing to  th e  serv ice .
□ □ □ □
• T h e  location  o f th e  serv ice  w a s  conven ien t.
□ □ □
• T h e  location  w a s  com fo rtab le  an d  c lean
□ □ □
T h e  w aiting tim e for a  T riage  A s s e s s m e n t  w a s  re a so n a b le .
□ □ □
T h e  recep tio n ists  w ere  friendly a n d  helpful.
□ □ c
C om m ents:
Part 2: The Triage Assessment
S trongly  A g ree  Not
A g ree  S u re
D isag ree Strong ly
D isag ree
• T h e  initial T riage  A s s e s s m e n t w a s  helpful.
□ □ □
P le a s e  spec ify  w h a t w a s  helpful /  unhelpful
S trongly
A gree
A gree Not
S u re
•  I felt a n y  q u e stio n s  o r c o n c e rn s  I had  w ere  clearly  
a n sw e re d  o r a d d re s s e d
□ □ □
• I w a s  no t co n fu sed  by th e  u n n e c e s sa ry  u s e  of 
com plicated  m edical te rm s
D isag ree Strong ly
D isag ree
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•  I w a s  sa tisfied  with th e  o u tco m e  of th e  a s s e s s m e n t .
□ □ □
•  I felt th e re  w a s  a  c le a r  ra tiona le  for th e  c h o se n  
T rea tm e n t P lan .
T h e  a s s e s s m e n t  te a m  w a s  co u rte o u s  and  
u n d ers tan d in g .
C o m m en ts  /  s u g g e s tio n s  for im proving th e  a s s e s s m e n t  p ro c e ss :
Part 3: Correspondence
Strongly
A gree
A gree Not
S u re
D isag ree Strong ly
D isag ree
F or th o s e  w ho op ted-in  to  th e  C opying L ette rs  Initiative: 
N/A a s  ye t
• L e tte rs  w e re  c o m p a ss io n a te  an d  respec tfu l
□ □ □
•  L ette rs  w e re  e a s y  to  u n d e rs tan d
□ □ □
• C o m m en ts:
Part4:Care Planning
s tro n g ly
A gree
A gree Not
S u re
D isag ree Strongly
D isag ree
A c le a r  C are  P lan  w a s  d ev e lo p ed .
□ □
I  w a s  involved in th e  d ev e lo p m en t o f th e  C are  P lan .
□ □ □
I w a s  told w ho  m y n am ed  C are  C o-ord ina to r is.
□ □ □
I w a s  given a  copy  of m y S ta te m e n t o f C are  /  
CPA  d o cu m en t (a s  app licab le).
My C are  P lan  included c le a r inform ation regard ing
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crisis supports.
C o m m en ts:
If you have not yet commenced treatment, please skip to Part 6 
Part 5: Treatment
s tro n g ly  A g ree  Not D isag ree  S trongly
A g ree  S u re  D isag ree
I w a s  sa tisfied  th a t th e  in tervention  p lan 
m e t m y n e e d s
□ □ □
I w a s  satisfied  with th e  leng th  of tre a tm e n t
□ □ □
I w a s  satisfied  with th e  level of invo lvem ent o f m y 
C a re r  /  Fam ily /  P a rtn e r
□ □ □
I w a s  sa tisfied  with th e  m edical m onitoring provided
I w a s  satisfied  with th e  follow-up p lan  a g re e d  prior 
to  d isch a rg e
□ o n
C o m m en ts:
Part 5: Treatment continued
P lea se  list the  specific trea tm en ts you received and  p le ase  indicate w hether you 
felt th e se  supports w ere effective in helping you to work tow ards overcom ing your 
eating disorder
(e.g., psychiatric reviews, nursing support, dietetic advice, individual counselling, 
individual psychological therapy, groups -  p le ase  specify which groups you 
attended).
V ery S o m e w h a t U nsu re  S o m ew h a t Very
Effective Effectiv A bout any  Ineffective Ineffective
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□ □ □ □ □
□ □ o □ □
□ □ □ □ □
□ □ □ o □
□ □ 
•  C o m m en ts:
P art 6: Q u a lity
N/A
Y et
s tro n g ly
A gree
A g ree Not
S u re
D isag ree  S trongly
D isag ree  A s
• I w a s  satisfied  with th e  c a re  th a t I received .
I found th a t th e  su p p o rts  I received  h e lp ed  m e  to 
effectively m a n a g e  m y ea tin g  difficulties
□ □ a
I found  th a t m y g e n era l physical h e a lth  im proved
□ □ □
Strong ly  A g ree  Not
A g ree  S u re
I found th a t m y overall em o tiona l w ell-being
□ □ □
D isag ree S trongly
D isag ree
I w ould reco m m en d  th e  se rv ice  to  o th e rs
□ □ □
C o m m en ts:
Part 7: Ethnicity, Diversity & Inclusion
Strongly  A gree
A gree
Not
S u re
•  T h e  serv ice  d e m o n s tra ted  sensitiv ity  to  an d  a w a re n e s s  
o f n e e d s  re lating to  m y ethnicity
□ □ □
•  T h e  se rv ice  d e m o n s tra te d  sensitiv ity  to  an d  a w a re n e s s  
o f n e e d s  relating to  o th e r a s p e c ts  o f m y p e rso n a l 
diversity  (e .g ., religion, sexuality , g e n d er, a g e , culture, 
disability, nationality, lan g u ag e , m en ta l health , e tc .) 
P le a s e  Specify:
D isag ree S trongly
D isag ree
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•  T h e  serv ice  m e t it’s  com m itm ent to  m e  to  provide se rv ice s  
th a t a re :
a) O pen
□ □ □
b) inclusive
□ □ □
c) A ccoun tab le
□ □ □
•  C om m en ts:
P lease  enter any additional com m ents / su g g e s t io n s  for im provem ents you w ouid iike to m ake 
about the Eating D isorders Service:
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ABSTRACT
Self-harm is an area of great concern when working in mental health and 
much time is spent ascertaining risk and developing plans with service 
users. Self-harm has been on the Government agenda and guidelines about 
its management have been developed, stating that staff who have contact 
with people who self-harm must have appropriate training so that they 
understand and are able to care for them. Studies have shown that people 
who self-harm often have difficult experiences in A&E, feeling blamed and 
humiliated, thus further impacting on their self-worth and feelings of shame 
and stigma. Due to the dearth in literature on medical students’ experiences 
with people who self-harm, this study aims to identify how medical students 
view and experience people who present to A&E having self-harmed. Semi­
structured interviews were conducted with four medical students and 
analysed using inductive thematic analysis. Three main themes emerged 
from the interviews; motivations for self-harm, patients’ welfare and 
students’ welfare. The findings imply that further training for medical 
students would benefit them in their approach to clinical work and their own 
welfare. This study can be seen as a pilot study. Future research should 
consider what medical students would find helpful in their training in order 
to meet their needs.
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ABSTRACT
Introduction: gender dysphoria causes much distress and confusion. Some 
individuals who experience this are known as transgender (trans), an 
umbrella term describing individuals who identify their gender as different 
from the sex assigned to them at birth. With the growing prevalence of 
gender dysphoria in the UK, policy makers and service providers require 
up-to-date information about the needs of individuals affected by this, 
especially about trans men as research about their specific needs is sparse. 
This study aims to develop a better understanding of the transitioning 
experiences of trans men, individuals who were assigned a female sex at 
birth but experiences their gender as male in order to support the 
development of policies and services to meet their specific needs. Method: 
semi-structured interviews were employed to collect data from eleven trans 
men and analysed using a constructionist grounded theory approach. 
Results: the theory generated suggests that that trans men experience the 
process of transitioning as complex, and that making the decision to change 
is influenced by a desire to achieve a sense of authenticity as they feel they 
have been pretending to be someone they are not, trying to fit into the social 
roles expected of them. Additionally, having the information and 
knowledge in order to support making such a decision is vital as this enables 
individuals to discover who they are and that transitioning is possible. 
Discussion: the theory shares much commonality with pre-existing theories 
of transgender identity formation and transitioning, and was integrated with 
these theories to offer a deeper understanding of individuals’ experiences. 
The findings suggest the need for more flexible treatment approaches that 
take into consideration individual needs. Future research into the 
experiences of less accessible trans men would be helpful in identifying 
possible coping strategies and barriers to help-seeking.
I l l
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INTRODUCTION
This introduction explores gender dysphoria, transgenderism and the 
treatment policies that guide transitioning to the preferred gender, 
discussing psychological wellbeing and quality of life, as well as gender and 
sexuality. It will then focus more specifically on the experiences of trans 
men, discussing the literature that examines this. Models and theories of 
transgender identity development and transitioning will also be discussed. 
These different aspects of the introduction aim to provide the reader with 
some background understanding of transgender individuals and 
transitioning, in order to contextualise the rationale, aims and objectives of 
the study.
Terminology
As the introduction will use some terminology that the reader may be 
unfamiliar with, several definitions shall be provided below in order to 
clarify the meanings and also to provide a rationale for why certain terms 
were used above others.
Gender Dysphoria
This has been described as the experience of some individuals whereby 
incongruence exists between their biologically assigned sex and their felt 
sense of gender (NHS choices, 2012). This can be experienced in terms of 
anxiety, uncertainty or persistently uncomfortable feelings about an 
individual’s conflicting assigned gender or gender identity (The Gender 
Trust, 2012).
Sex Vs. Gender
In this context sex can be understood as the biological theory that is used to 
identify the anatomical differences between males and females (Fee, 2006)
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whilst gender is a socially constructed concept that refers to the social roles 
expected of individuals based on their biological sex (Fee, 2006).
Transgender:
This is an umbrella term describing a variety of identities, including 
transsexuals, transvestites, trans men, trans women and gender-queer 
individuals (Fee, 2006). The term transgender is inclusive of any individual 
who has separated themselves from society’s expectation of gender and sex 
(Fee, 2006).
Gender Affirmation /  Acquired Gender:
This describes the process individuals may go through in order to achieve 
their preferred gender role and to physically align their bodies with their 
identified gender. This may include hormone treatment and surgeries. In this 
text it may also be referred to as transition (The Gender Trust, 2012).
Trans man
A trans man is an individual who was assigned a female sex at birth, but 
who experiences their gender as being masculine (The National Centre for 
Transgender Equality, 2009). A trans man may or may not wish to undergo 
physical changes to align his body with his identified gender. Other 
terminologies used to describe this include self-designated man, FtM and 
female-to-male.
The term trans man will be used to describe the participants in this study, all 
of whom are taking steps to alter their physical appearance through 
hormones and surgeries in order to align their bodies with their identified 
masculine gender. This is the terminology that was used by most 
participants, and is also frequently found in the literature.
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Passing
This denotes when a trans individual is recognised by others as being the 
gender they are portraying themselves to be (The National Centre for 
Transgender Equality, 2009). For a trans man, this would mean being 
reacted to and recognised as male.
Sex Reassignment:
This includes the specific surgeries individuals may choose to undergo as 
part of their gender affirmation / transitioning (The National Centre for 
Transgender Equality, 2009). These procedures alter the primary physical 
sex characteristics of the individual in order to better reflect those of the 
preferred gender. This may include “top surgery” which includes breast 
augmentation or removal, or “bottom surgery” which involves modifying 
genitalia (The National Centre for Transgender Equality, 2009).
Gender dysphoria, transgenderism and transitioning
As soon as a child is born, expectations of that child’s behaviour and 
assumptions of its inner workings are made (McKenzie, 2010). Gender is 
an important component of personal identity as well as in terms of the role 
and position we hold in society (Fee, 2011). It is socially defined and 
individuals are categorised and understood based on gender, including at an 
organisational level by having sex-specific changing rooms and tick-boxes 
as well as at an institutional level which determines the roles, rights and 
responsibilities of an individual depending on their gender (Gagne et al, 
1997).
Although most people will identify with the gender that was assigned to 
them at birth and will experience congruence between their biological sex 
and their gender identity, many individuals have a different experience 
whereby their felt sense of gender identity is different from that expressed 
by their biological sex. Due to the binary gender system that exists in 
Western society, this can cause a lot of discomfort and gender dysphoria
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(Looy & Bouma, 2005). Often individuals who experience an incongruity 
between their biological sex and their gender identity experience disgust 
with their bodies, and have difficulty functioning socially due to their 
gender dysphoria (Looy & Bouma, 2005). However, not all individuals have 
a dichotomous gender identity of male or female, some have an identity 
comprising both these genders, whilst others may experience themselves as 
having a third gender or being genderless (Looy & Bouma, 2005). This can 
cause additional difficulty in a society where only two genders are defined 
in terms of language through the use of pronouns as well as through role 
expectations (Looy & Bouma, 2005).
There is a growing prevalence and incidence of people with gender 
dysphoria in the UK with an estimated incidence of referrals to specialist 
treatment centres being 3 per 100 000 people aged 16 or older (Gender 
Identity Research and Education Society (GIRES), 2009). There is much 
diversity within the population of people who are affected by gender 
dysphoria, including people who are described in the literature as 
transgendered, that is, people whose biological sex is different from their 
gender identity. Although there are no validated estimates of the population 
of transgendered individuals in the UK, it is estimated that 1% of males 
cross-dress and that 20 people per 100 000 experience severe gender 
dysphoria (GIRES, 2009). Surveys conducted in Scotland and Europe 
indicate considerable growth since 1995 and estimate a yearly growth in the 
incidence of people starting transition in the UK of 14 % (GIRES, 2009). 
Policy makers and service providers are therefore in need of more relevant 
and up-to-date information about people with gender dysphoria in order to 
meet their healthcare and other needs (GIRES), 2009). Research aimed at 
understanding the experiences of these individuals is limited (Ellis & 
Eriksen, 2002; Clifford, 2003), although there is a growing body of research 
focusing on trans women who were assigned as “man” at birth, (e.g. 
Nuttbrock et al, 2009). Nevertheless, there currently exists little research 
that focuses on the experience of trans men who were assigned as “woman”
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at birth, even though surveys have estimated a similar prevalence (GIRES), 
2009).
Initial literature searches conducted using search engines used via the 
University of Surrey via EBSCOhost databases identified diverse studies of 
transgender individuals, the majority of which appear to include mixed 
samples of participants including trans men, trans women, cross-dressers 
and others. Psychology Cross Search, which combines PsycINFO, 
PsycARTICLES, Medline and Psychology and Behavioural Sciences 
Collection identified over 1000 articles, books, posters, reviews, dissertation 
abstracts and documentaries when the word “transgender” was entered 
alone. The searches were refined using additional words such as “FtM”, 
“MtF”, “Trans Men”, “Trans Women”, “Transsexuals” and “Gender 
Dysphoria”. Searches for “transgender and FtM not MtF” identified 47 
items, which when further refined to scholarly articles identified 30. 
Searches for “transgender and MtF not FtM” identified 71 items originally, 
which when further refined to only include scholarly articles identified 51. 
Articles on trans women appeared to be diverse in terms of their focus with 
some relating specifically to HIV risk and others exploring depression, 
gender affirmation, support building, body image and sexuality. Articles on 
trans men showed similar diversity, with some focussing on gynaecological 
healthcare and others focussing on sexual identity development, quality of 
life and risk factors for depression. As the current study is interested in 
psychological wellbeing and quality of life, searches were further refined in 
order to access articles focussed on these areas. Additionally, once articles 
were found, references fi*om these articles were used to broaden the scope of 
the literature described below. Several books on trans men were also 
obtained from the Women’s Studies Section of Blackwell’s Bookshop.
As a grounded theory approach was used in this study, the researcher did 
not wish to influence their knowledge, understanding and assumptions of 
transitioning experiences before a theoretical model based on the
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participants’ experiences had been developed. Delaying the literature review 
until the analysis has been completed is advocated by Glaser and Strauss 
(1967) as a way of liberating researchers from previous ideas. As such a 
second literature review was conducted following the development of the 
model. This focussed more specifically on models and theories of 
transitioning.
The goal of transition is for individuals to experience greater satisfaction 
with their gender identity (Yerke & Mitchell, 2011). The NHS therefore 
provides services for people who wish to affirm and align their physical 
appearance with their identified gender. These services, which are often 
provided by gender clinics, follow the Standards of Care provided by the 
Harry Benjamin International Gender Dysphoria Association (HBIGDA,
2001), now called the World Professional Association for Transgender 
Health (WPATH). These suggest three treatment phases; the real-life 
experience (RLE), hormone therapy and surgery in order to help people 
with the process of gender affirmation. The RLE, which involves living full­
time in the preferred gender, supersedes any further treatment. It is 
presented in the Standards of Care as an important aspect of gender 
affirmation, as it enables individuals to develop an awareness of the 
personal and social consequences of changing gender (HBIGDA, 2001). 
However, before any treatment can commence, individuals must first be 
diagnosed with a Gender Identity Disorder (GID) according to the DSM IV 
(HBIGDA, 2001).
During the RLE, individuals are expected to be in employment or to be a 
student or volunteer as well as legally change their first name to a gender 
identity-appropriate name. Hormone therapy can begin after three months of 
living in-role, and this enables individuals to feel and appear more like their 
preferred gender as physical changes begin to occur, such as a deepening of 
the voice and increased facial and body hair in trans men (Yerke & 
Mitchell, 2011). Hormones often improve quality of life and reduce
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psychiatrie comorbidities which are often present before people access 
treatment (HBIGDA, 2001). After a year of living in-role and following the 
commencement of hormone therapy, individuals can then be referred for 
surgeries to make their genitalia more congruent with the gender they are 
living in (HBIGDA, 2001).
Quality of life and psychological wellbeing
Many trans individuals may have experienced from a very young age that 
they were different from their same-sex peers, potentially creating a sense of 
not fitting in and therefore feeling lonely (Ellis & Eriksen, 2002). Gender 
confusion and an experience of being at war with their bodies may cause 
individuals to isolate themselves due to feelings of guilt and shame (Ellis & 
Eriksen, 2002).
When trans men and women disclose their transgender identity, they open 
themselves up to risk of discrimination, hate crime and bullying, which 
increases further if they begin the process towards affirming their identified 
genders, thereby becoming more publicly visible (GIRES, 2009). Studies 
have found that 50-60% of known trans individuals are physically assaulted 
during their lifetime (Lombardi et al, 2001). Fear of mistreatment from 
others, including family and friends and fears for personal safety may cause 
difficulties with coming out, and such stigmatisation can further impact on 
feelings of guilt, shame and depression (Ellis & Eriksen, 2002). 
Experiencing family members as critical of one’s trans identity, for example 
by failing to acknowledge their identity by using the wrong pronouns, can 
get in the way of developing self-acceptance (Nuttbrock et al, 2009). 
Experiencing negative events can shape the attitudes trans people have of 
themselves as these may become internalised (Mizock & Lewis, 2008). As 
such, severe internal criticism can develop, leading to self-repugnance and 
low self-esteem (Strain & Shuff, 2010).
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Social discrimination and stigmatisation is a major contributor to mental 
health difficulties (ILGA-Europe, 2006; Newfîeld et al, 2006) creating a 
greater need for social and medical care. Access to health services can be 
problematic for trans individuals who often encounter psychologists and 
psychiatrists with a lack of knowledge about their issues or needs (ILGA- 
Europe, 2006). Additionally, a lack of appropriate training with regards to 
treatment protocols and active discrimination by health-care providers can 
cause further barriers to treatment (Newfield et al, 2006).This lack of 
psychological and medical care and support can result in depression and 
other mental health difficulties (ILGA-Europe, 2006) as well as create 
isolation and marginalisation of trans individuals (Newfield et al, 2006). 
Due to the dearth of knowledge in health-care settings and the general 
public, trans individuals often rely on the internet for information and in 
order to access social support (Newfield et al, 2006).
The diagnosis of GID has been an area of contention as some feel that it 
should be removed from the DSM as homosexuality was removed, and that 
the diagnosis only persists in order to preserve control and power as well as 
the gatekeeper role in providing sex reassignment (Ross, 2009). 
Additionally, some believe that the categories in GID wrongly pathologise 
social nonconformity thereby encouraging further social prejudice and 
stigma that could perpetuate distress (Kamens, 2011). However, with the 
imminent arrival of DSM V, there appears to have been a gradual paradigm 
shift away from a disease-based model towards an identity-based model that 
facilitates a transgender coming-out process (Bockting, 2009).
Although many trans individuals are satisfied with their treatment, there is 
also a body of anecdotal evidence suggesting that many individuals are less 
satisfied with the policies and procedures around gender transition (GIRES, 
2009). Due to the variability of services in the UK, treatment may not be 
delivered in a standardised way and commissioners may be unaware of what 
services are available, thereby confusing service users and their doctors,
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strengthening the view that their needs are being disregarded (Murjan et al,
2002). Many individuals have reported a significantly reduced mental 
health-related quality of life, however this has been found to be improved 
for those receiving treatment with hormones or surgery (Newfield et al,
2006). The Department of Health’s Sexual Orientation and Gender Identity 
Advisory Group wishes to reduce the gap between such anecdotal evidence 
and people’s actual experiences of services provided during the process of 
gender transition (Department of Health, 2008).
There has been some criticism of the RLE as there appears to be no 
indication of its usefulness in determining readiness or suitability for further 
treatment (Lev, 2009). Additionally, interacting with others in a new and 
developing gender may feel very unnatural and awkward (Nuttbrock et al, 
2009). Conversely, trans individuals receiving hormone treatment such as 
testosterone report better quality of life than those not receiving treatment, 
and testosterone in trans men has been shown to independently predict 
increased quality of life in both social functioning and in terms of mental 
health (Newfield et al, 2006). Additionally for trans men, chest surgery has 
been found to develop trans identity, increasing self-esteem and improving 
body image, and individuals who had received such surgery reported a 
higher quality of life compared with those who had not (Newfield et al,
2006).
In their exploration of the positive aspects of transgender self-identification 
Riggle et al (2011) found that individuals experience a greater congruency 
of self, enhanced interpersonal relationships, personal growth and resilience, 
increased empathy, a unique perspective of both sexes, living beyond the 
sex binary, and increased activism and connection with Gay, Lesbian, Bi, 
Trans and Queer communities. Therefore, although coming out may be a 
fi’ightening course of action, non-disclosure may be more harmful in the 
long-term (Strain & Shuff, 2010). Gagne et al (1997) found that trans 
individuals described an overpowering wish to express a “true self’ by
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engaging in relationships that support who they are in their gender identity. 
Self-disclosure has been found to positively influence psychological 
wellbeing and trans individuals who have come out have been found to 
report higher self-esteem (Strain & Shuff, 2010). Additionally, coming out 
has been found to reduce depression and anxiety (Strain & Shuff, 2010). As 
such, it has been suggested that treatment strategies that focus on supporting 
a coming out process should be developed (Strain & Shuff, 2010).
Gender and sexuality
As discussed above, transgenderism concerns an individual’s gender 
identity differing from the biological sex assigned to them at birth, however, 
this includes what Gagne et al (1997) describe as “aspects of sexual 
reorientation”, that is, an exploration of one’s sexual identity. Traditional 
views of trans people held that following transition, individuals would be 
sexually attracted to people of the now opposite sex, for example, trans men 
would be attracted to biological women (Yerke & Mitchell, 2011). Although 
sexuality and gender are not related (Fee, 2011), sexuality may change as a 
new gender identity is established. For example, some trans men may 
develop a more salient attraction to other men once their role and identity as 
male has been more developed after transitioning, as they feel more able to 
become sexually curious and an attraction to men is no longer disconfirming 
of their identity (Bockting et al, 2009).
Additionally, it can be difficult to apply typical categories of sexuality. 
Trans individuals can be heterosexual, bisexual, homosexual or asexual. As 
such an individual whose assigned biological sex is male but who identifies 
their gender as female and is attracted to biological males may identify as 
heterosexual, whilst being perceived by others as homosexual (Looy & 
Bouma, 2005).
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Trans men’s experiences
Studies investigating the experiences of trans men have found a paucity in 
the literature regarding short and long-term effects of medical treatment 
(Newfield et al, 2006). Literature searches conducted for the current study 
also identified a lack of studies examining this. Additionally, studies on 
other aspects of trans men’s experiences also showed limitations in that 
many studies used qualitative methodologies and small sample sizes. As the 
majority of studies have been conducted in North America, results can 
therefore not be generalised to a British population.
In their study exploring trans men’s quality of life (QoL), Newfield et al 
(2006) found that trans men experienced discrimination by health-care 
providers, leading to barriers to treatment as well as experiencing 
professionals as lacking knowledge of treatment protocols and trans-related 
health issues. As such, they could even face discrimination from health 
professionals who, due to their lack of knowledge may have their own 
stereotypes which could be judgemental and discriminatory (Ellis & 
Erikson, 2002). Newfield et al (2006) argued that social stigmatisation and 
discrimination could lead to a reduced QoL, leading to further isolation and 
marginalisation. As such there is a risk of mistreatment of trans individuals 
as they are subject to discrimination from family as well as the general 
public, being subject to hate crimes, vandalism and physical and sexual 
violence, creating on-going concerns about safety (Ellis & Erikson, 2002).
Public facilities such as toilets and changing rooms are another area of 
difficulty (Ellis & Erikson, 2002). Additionally, some trans individuals want 
to see changes in the process by which they can affirm their gender, feeling 
that being diagnosed with a stigmatising diagnosis is the only way in which 
they can become who they truly are (Gagne et al, 1997). Trans individuals 
therefore have to find ways of overcoming such barriers by learning to live 
with and finding ways of coping with hostility from others and negotiating 
social spaces (Gagne et al, 1997).
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As previously mentioned, some individuals may know from a young age 
that they are different from their same-sex peers. This could lead to feelings 
of loneliness due to a sense of not fitting in, therefore hiding due to guilt, 
shame and gender confusion (Ellis & Erikson, 2002). Stigmatisation 
following coming-out can lead to further guilt, shame and depression (Ellis 
& Erikson, 2002).
Trans women’s experiences
Studies considering the experiences of trans women have identified a 
variety of difficulties that such individuals experience including HIV 
infection, substance misuse, violence and lack of health care (Pinto et a l , 
2008). Risser et al (2005) conducted risk behaviour surveys with 67 trans 
women and found higher rates of HIV and a high prevalence of risky 
behaviours such as not using barriers to infection during oral and anal sex. 
Additionally, their study revealed higher rates of partner violence, substance 
abuse and suicidal ideation in this sample. Stigma and discrimination may 
create a greater need for trans women to feel safe and loved by a male 
companion who can make them feel affirmed as women (Melendez et al,
2007). However, such a partner who on the one hand provides a sense of 
love and acceptance may also request unsafe sexual behaviour, thereby 
increasing trans women’s risk of acquiring HIV (Melendez et al, 2007).
It has been suggested that support can help with the above issues and in 
their study exploring how minority trans women in urban environments 
develop social supports Pinto et al (2008) conducted a content analysis of 
20 African American and Latina trans women. Their findings suggest that 
individuals gradually form gender and sexual identities over time and 
develop gender-focussed social networks which are based on the clinic in 
which they receive services. As they develop supportive social networks 
defined by their gender and sexual identities, minority trans women also 
engage in social capital building and political action.
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As trans women have been found to experienee difficulties with gender 
affirmation in their families, friendship groups and work environment 
(Bolin, 1998), Nuttbrock et al (2009) conducted 571 interviews using the 
Life Chart Interview to quantitatively describe gender identity affirmation in 
trans women. Their results indicate that gender identity disclosure and 
desired gender role easting were typically more likely during later life, and 
this tended to occur more in achieved rather than ascribed relationships. 
When comparing trans women, trans men and genderqueer individuals. 
Factor and Rothblum (2008) found that trans women were less likely to 
disclose their gender identity to parents, and were more likely to identity as 
other than their assigned sex before trans men.
In terms of mental health-related QoL, Sjoberg et al (2006) developed the 
Transgender Adaptation and Integration Measure in order to produce a 
psychometric evaluation to combat the limited empirical information that 
exists about mental health and wellbeing in the transgender population. 
They evaluated this using 108 self-identified trans women and, using factor 
analysis, found four factors; Gender related fears, psychosocial impact of 
gender status, coping and gender reorientation efforts and gender locus of 
control. The first two factors were found to be correlated with self-esteem 
and QoL.
Other studies considering mental health and QoL have found that facial 
féminisation surgery or gender reassignment surgery are associated with 
better QoL in trans women and that mental health-related QoL is decreased 
in trans women without such surgeries compared with the general female 
population and trans women who have had one or both of these surgeries 
(Ainsworth & Spiegel, 2010). Other factors affecting mental health, 
specifically depressive symptoms have been found to be unemployment and 
experiencing high levels of trans phobia, and that there are complex 
relationships between these factors, passing and childhood abuse (Rotondi 
et al, 2011). Additionally, increased social support has been found to be 
associated with reduced depressive symptoms (Rotondi et al, 2011).
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Models of transgender identity development and transitioning
There are several theories that aim to describe gender transition and its 
relationship with personal identity. Many individuals express an early sense 
of mind-body dissonance and a strong pressure to conform to gender norms 
(Morgan & Stevens, 2008). Whilst trans men may have often been given 
some leeway during childhood in terms of their behaviours, dress and play 
as “tomboys”, puberty is seen as a particularly difficult time when gender 
expectations become more apparent and biological changes begin to take 
place (Morgan & Stevens, 2008). After a period of “biding time” in which 
individuals may live in a more “gender neutral” zone and become part of an 
LGBT community, they reach a point at which they feel life in their birth 
sex is unliveable, thereby beginning the process of transition (Morgan & 
Stevens, 2008).
In exploring embodiment in trans men Rubin (2003) found that they 
expressed the idea of a having a body that fails to reflect the core self; trans 
men therefore felt that their biologically female bodies did not express what 
they were inside, that their true identities were thus hidden and were 
revealed through the process of transition. This enabled their identities to 
become visible and recognisable to others.
Overall (2009) critiques this theory, stating that it dictates that gender is 
permanent and concrete, thereby only explaining transitioning from one 
gender to another and adhering to a binary gender idea. It also suggests that 
gender is innate rather than socially constructed. She therefore proposes a 
further theory, the Personal Aspirations Model, which understands gender 
transition in the same way as other life-changing aspirations, such as 
becoming a mother (Overall, 2009). These aspirations aim for self- 
realisation and authenticity, therefore individuals develop and undergo 
change whilst still being able to understand themselves as one being 
(Overall, 2009). This theory suggests that change develops throughout life. 
Although inclusive of individual differences, it does not however explain
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the experiences of those trans individuals who describe always having felt 
trans.
Some theories of transgender identity are based on models of Lesbian, Gay 
and Bisexual identity formation and coming out experiences. Gagne et al 
(1997) found 4 main themes that describe this process; 1) early trans 
experiences, 2) coming out to the self, 3) coming out to others and 4) the 
resolution of identity. They describe individuals as having transgender 
experiences at an early age, recognising the desire to be of the opposite 
gender and feeling some relief when their gender identity could be played 
out, for example through clothes. Pressure from adults and other children to 
conform to gender stereotypes of their biological sex causes confusion about 
identity and individuals internalise a sense of deviance and self-dislike. 
These feelings make individuals try to repress and keep hidden the 
behaviours that affirm their true gender identity and become ashamed of 
their transgendered feelings. As part of this they describe three ways in 
which trans people come out to themselves and come to terms with their 
identity; firstly they negotiate occasions that tell them they feel wrong. 
Additionally they discover that there are names that describe how they feel. 
Finally, they find out that there are others who share their experiences. 
Through this knowledge, individuals are able to explore and resolve their 
identity, motivated by a search for authenticity. However, individuals also 
experience two major fears; how they will be treated by others, and how 
others will cope with their identity.
Other theories propose more staged models of a transgender identity 
development. Devor (2008) describes a 14 stage model of transgender 
identity formation. This begins with a sense of not feeling right in the body 
and social role assigned at birth that causes discomfort and eventually 
becomes unbearable creating difficulty in social functioning. After some 
confusion about one’s originally assigned sex and gender and comparisons 
with same and other-sexed peers, individuals discover the existence of
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transgenderism, which can offer some relief. However, there often follows a 
period of identity confusion about this and self-eomparison with other trans 
people, as well as with people of their originally assigned gender and people 
of their preferred gender to aid the discovery of who they have the most in 
common with. Taking on a trans identity can be gradual as individuals must 
first tolerate the idea of a trans identity for themselves. With time comes 
acceptance of such an identity after which individuals may or may not begin 
transition towards the preferred gender. Following transition, there is a 
period during which individuals may feel artificial in their acquired gender, 
however with experience a more authentic sense of self develops. Finally 
individuals go through a process of integration with society and also in 
terms of integrating aspects of their former gender with their current gender, 
bringing together the masculine and the feminine. This model also 
incorporates delay before accepting a trans identity and delay before 
transition. These periods of delay enable individuals to seek further 
information and exploration, and to decide whether a trans identity or 
transition are correct solutions for them. Devor (2008) describes delay 
before transition as a particularly difficult time, as individuals have reached 
a sense of aeeeptanee of their gender identity, whilst those around them 
have not seen any changes.
Lev’s (2004) 6 stage model offers some similarity, beginning with 
awareness, which prompts information seeking and reaching out, leading to 
disclosure to significant others. Following this, individuals explore their 
identity as well as possible body modifications. The final stage is 
integration, involving aeeeptanee and post-transition issues.
In their grounded theory study of young people’s experiences, Pollock and 
Eyre (2012) developed a 3 stage model, which comprises many of Devor’s 
(2008) and Lev’s (2004) stages. Their model begins with a growing sense of 
gender in which individuals experience from a young age a sense of being 
different from their peers and displaying some affinity for appearance and
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social roles of the opposite sex, and an aversion to those of their assigned 
gender. This often leads to crisis during puberty when there may be greater 
expectation of expected gender appropriate behaviours accompanied by 
changes in physique. Following trans exposure through the media or 
meeting trans people, the formerly vague feelings of being different have a 
nameable identity. This leads to a recognition of trans identity and 
exploration of possibilities, following which there is a period of social 
adjustment during which individuals undergo a coming out process and 
social transition as well as a physical transition and integration process 
(Pollock & Eyre, 2012).
It has been discovered that there exist certain structural differences in the 
brains of individuals with GID compared with the general population 
(Hofinan et al, 1997). Additionally, similarities between the brain structures 
of trans individuals and people of the gender they identity with (i.e. 
similarities between trans men and biological males) as well as differences 
between trans individuals and people of their biological sex (i.e. trans men 
and biological females) (Looy & Bouma, 2005) have been found. With the 
discovery of these differences in brain structure, some theories have 
incorporated this into their models of transgenderism. Veale et al (2010) 
developed an identity-defence model of gender-varianee. They suggest that 
biological factors such as those described above, along with early childhood 
influences such as having a controlling or rejecting father, or experiencing 
abuse, influence the degree of gender-variant identity formed in childhood. 
Environmental factors such as lack of tolerance from family and personality 
factors may then influence whether the child develops defence mechanisms 
to repress and deny their gender-variant identity and protect themselves 
from perceived threat. This model allows for a continuum of outcomes from 
an identity consistent with biological sex, to various degrees of gender- 
variant identity. These can range from high to low with different gender 
expressions such as eross-dressing, drag or transsexuality.
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Rationale, aims and objectives for this study
GIRES (2009) and Press For Change (2007), two of the leading organisation 
in the UK that provide information and support for people with self­
designated genders raise the need for research that focuses on the 
experiences of trans men as the general public and also policy makers 
appear to be unaware of this group of people and their specific needs. This 
is additionally supported by Clifford (2003) who suggests the need for 
further research to develop a psychological understanding of the experiences 
of people with self-designated genders in order to develop more appropriate 
therapeutic responses and to offer clinical guidance to those working with 
people experiencing gender dysphoria. As described in the above sections, 
most of the studies identified through literature searches have been 
conducted in North American countries which have different health care 
systems and different cultural norms and needs compared with the UK. 
Additionally the small sample sizes used in many of these studies mean that 
their results, though informative, cannot be generalised to the UK.
The aim of this study is therefore to gain a better understanding of the 
transitioning experiences of trans men in the UK.
There are several objectives of the study. Firstly, to gain a general 
understanding of participants’ experiences of transitioning to “man” and 
what was helpful or unhelpful during this time. Additionally, to explore how 
the transitioning experience impacted on individuals’ psychological 
wellbeing and quality of life, and finally, to identify what helped to improve 
participants’ psychological wellbeing and quality of life.
Through the exploration of the processes that underlie people’s transitioning 
experiences, it is hoped that this study will offer additional insight into how 
current treatment strategies and policies could be further developed in order 
to best meet the unique needs of the consumer.
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As such, the study asks: “How do trans men describe their experiences of 
transitioning? What was helpful or unhelpful during this time, and what 
effect did this have on their quality of life and psychological wellbeing?”
A qualitative methodology
In line with the research question which explores the experiences of 
individuals, a qualitative approach is adopted, enabling a rich understanding 
of these experiences within the wider social context (Corbin & Strauss,
2008). The rationale for conducting an exploratory study is due to the lack 
of literature that considers the transitioning experiences of trans men in the 
UK. Although previous studies provide interesting insights into trans men’s 
experiences, these have largely been conducted in North American 
countries, and having used qualitative methodologies themselves, are not 
generalizable to the experiences of individuals in the UK.
Semi-structured interviews were employed in order to access individuals’ 
experiences and collect rich data, whilst a grounded theory approach to data 
analysis was chosen in order to possibly generate theoretical understanding 
in an area where there is still a lack of knowledge. The methodology, data 
collection and data analysis employed in this study is further discussed in 
the method section.
Several other qualitative methodologies were considered as possible 
approaches for this study. Interpretative Phenomenological Analysis (IPA) 
was considered as it contributes to a rich understanding and describes the 
meaning of the lived experience of a phenomenon (Starks & Trinidad,
2007). Narrative Analysis was also considered, as individuals’ verbal 
accounts of their experiences can be used to understand how they 
understand their lives (Thome, 2000). However, as the current study is 
interested in examining the process of transition, and how this is 
experienced by individuals, a grounded theory approach was deemed to be
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the most useful. Please refer to the method section for further discussion on 
this approach.
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METHOD
This section will discuss the rationale for the choice of methodology 
employed in this study. It will then outline the ethical dilemmas considered 
by the researcher in order to ensure that the study was conducted in line with 
BPS Code of Human Research Ethics (2010), thereby maximising benefit 
and minimising harm. Following this, there will be a description of 
participants and how they were recruited, and a detailed outline of the 
procedures used to collect data. This will lead on to a discussion of how data 
were analysed and a theory generated. Following an account of the methods 
employed to ensure credibility, the final part of this section will describe the 
researcher’s personal reflections on their personal experiences and how 
these may have impacted on the study.
Choice of methodology
As this study considers the unique individual experiences of a group of 
individuals who are often marginalised in society and therefore under­
represented in the literature, and in line with the research question a 
qualitative approach was adopted. Additionally, the researcher’s ontological 
and epistemologieal position being relativist, a qualitative methodology was 
called for as this takes into account that each individual’s experience is 
subjective and relative to their own context, therefore each individual will 
interpret their experienee in a unique way. Although several qualitative 
research approaches consider the phenomenology of individuals’ 
experiences, as the research question was interested in a process it best 
suited the use of a grounded theory approach (Starks & Trinidad, 2007).
Originally developed by Glaser and Strauss (1967) to theorise about 
peoples’ experiences in their individual contexts, grounded theory is a useful 
approach when considering areas where there is little or no theory, as well 
as exploring processes or meanings. Additionally grounded theory can be 
used to study individual processes, interpersonal relations and the effects
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between individuals and larger social processes (Charmaz, 2006). In line 
with the researcher’s own relativist and subjectivist ontological and 
epistemologieal position, a constructivist grounded theory approach was 
used as this takes into consideration the impact that the researcher may have 
on the research process due to their own preconceptions (Charmaz, 2006). 
Additionally, this approach places the position of the researcher alongside 
that of the participant as together they eo-eonstruet meaning (Charmaz, 
2006).
Ethical considerations
Ethical approval
This research addresses very sensitive issues for people who may have felt 
marginalised or discriminated against. As such and in line with University 
policy, a detailed protocol of the project and application form were 
submitted to and accepted by the Faculty of Arts and Human Sciences 
Ethics department (appendix 1). These included exclusion criteria in order to 
reduce the potential distress that may be caused by the interview as well as 
offering debrief following interviews in order to make the process as 
cathartic for participants as possible. Due to participants not being recruited 
from NHS settings, separate ethical approval was not required. In order to 
protect participants’ anonymity, pseudonyms were used and details that 
could potentially lead to identification were altered.
Informed consent
Participants were sent the participant invitation letter, information sheet and 
consent form (appendices 3, 4 & 5) and a date was arranged for telephone 
contact. During this initial contact, participants had the opportunity to ask 
any questions or discuss any eoneems they may have had about taking part 
in the study. Issues of confidentiality and anonymity were discussed at this 
time. Participants were also informed that they could withdraw their 
information from the study up until a given date, by which time the research 
will have been completed. All participants were then asked to sign the
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consent form when they met with the researcher. After the interview was 
completed they were given another opportunity to ask questions and discuss 
concerns, and were contacted again by email within a few weeks and offered 
a further opportunity to raise concerns.
Participant wellbeing
As described in the Ethics section, exclusion criteria were developed in 
order to ensure participant wellbeing and to minimise the distress that could 
potentially arise during the interview. An initial telephone contact before the 
interview enabled the researcher to assess potential participants’ current 
psychological wellbeing and all participants were asked if they felt that they 
would be able to manage any difficult thoughts or feelings that may arise 
from the interview and whether they had enough support around them to 
help to ensure their safety. Participants were also given the opportunity to 
discuss any eoneems before the interview and were offered a debrief within 
a few weeks of the interview taking place. Participants were also 
encouraged to use their resources and sources of support should any difficult 
emotions arise and were additionally provided with a list of supports should 
these be required.
Confidentiality
As excerpts from interviews were used in the write-up of the study, 
participants were informed that the information they provided would not be 
confidential. However, due to the use of pseudonyms as well as the 
omission or changing of any identifiable information, the anonymity of all 
participants was preserved to protect them from being identified. 
Additionally, only the consent forms contained the participants’ names, and 
these were kept separate from interview transcripts and questionnaires so 
that these would remain completely anonymous.
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Participants
Sampling
As suggested by Kvale (1996) most studies include 15 plus / minus 10 
participants for grounded theory. As such the proposed number of 
participants for the current study was 8 to 12.
Initial sampling involved open, purposive, respondent-driven sampling 
through advertising on websites, a magazine and a support group (appendix 
2). This included placing the advertisement for the study in Boys Own, a 
quarterly magazine by QWesT FtM as well as placing the advertisement in 
the delegate packs at their biennial conference. Additionally, an FtM support 
group advertised the study to their members and GIRES placed the 
advertisement on their website. Through this and additional word-of-mouth 
advertising, 17 individuals contacted the researcher showing interest in the 
study. After providing further information and discussion, II participants 
were recruited for the study.
In grounded theory a strategy called theoretical sampling is deployed. This 
form of sampling is specific to grounded theory and aims to actively sample 
new data or participants in order to enhance and develop the emerging 
theory (Charmaz, 2006). This form of sampling enables the expansion of 
hypotheses in order to reach saturation, a point where no new ideas or 
further theory development occurs by collecting further data (Tweed & 
Charmaz, 2012). Drauker et al (2007) reviewed how theoretical sampling 
was implemented in grounded theory research and identified that some 
authors used theoretical sampling by modifying data collection strategies for 
example by adapting interview questions in order to explore new insights. 
As described above, this technique was implemented in the current study, 
enabling new data to be sampled alongside the emergence and development 
of the theory, thereby exploring and substantiating ideas whilst recruitment 
of new participants remained respondent-driven.
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Inclusion and exclusion criteria
As the research aims to explore the transitioning experiences of self­
designated men who were assigned “woman” at birth, any individual who 
identified their gender as male and this being different from the gender 
assigned to them at birth were included in the study. In order to ensure 
participant wellbeing and to minimise the potential distress that could arise 
from the interview, exclusion criteria were developed. These criteria meant 
that if individuals were currently receiving services for psychotic 
experiences or an Axis 1 disorder such as depression or anxiety, they would 
not be included in the study on the basis that taking part in a research project 
that asks sensitive questions and discusses potentially distressing 
experiences may be too much pressure and may cause strong emotions 
associated with such experiences to resurface. These criteria were discussed 
in the participant information sheet, and were discussed further during the 
initial telephone contact in order to give participants the opportunity to 
consider their own potential risk as well as their resources and how they 
would manage should such feelings arise. This was an attempt to enable 
participants to be autonomous in deciding whether or not they felt able to 
take part in the study at this point in time, rather than applying stringent 
criteria that could be construed as paternalistic and disrespectful.
Recruitment
Various transgender support groups and organisations were contacted in 
order to aid recruitment. Several agreed to advertise the study on their 
websites, in a national quarterly magazine, and by word-of-mouth. As such, 
participants who wanted to find out more about the study or take part had to 
contact the researcher for more information.
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Procedure
Data collection
Data was collected using semi-struetured interviews. These enable the 
interviewer to direct the conversation whilst allowing participants to share 
their experiences and how they make sense of these with the interviewer 
(Charmaz, 2006). Interviews also enable the researcher to follow-up 
interesting replies and to explore underlying themes and ideas (Robson, 
2002). Additionally, a brief demographic questionnaire was employed to 
collect demographic information as well as data about specific medical 
treatments participants have had and the length of time they have been 
living as man. (Appendix 6).
Interview process
During the initial telephone contact, a convenient time and place that 
ensured privacy for confidentiality was agreed. This included meeting in a 
university library study room, in a room provided by another organisation 
and at participants’ homes. As the interview schedule prepared by the 
researcher was semi-struetured (Appendix 7), participants were asked 
several questions but were also offered some prompts. In line with Charmaz 
(2001) the researcher wanted to enable participants to “tell their story” and 
so, although guided by the interview schedule, the researcher was flexible 
by following what participants were saying thereby enabling new ideas to 
emerge. Interviews lasted between 28 and 100 minutes and were conducted 
by the researcher. No pilot interview was conducted; however the quality of 
the first 2 interviews was cheeked by the research supervisor and deemed to 
be acceptable for inclusion. Interviews were audio-taped and transcribed 
verbatim.
Transcription
All interviews were fully transcribed verbatim by the interviewer. This was 
done as soon as possible following the interview so that the researcher’s 
memory could be implemented if required, should a part of the audio-
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recording be incomprehensible. Additionally, swift transcribing of 
interviews enabled the researcher to become more familiar with each 
interview, and to hold in mind what had been said in previous interviews, 
which aided in the latter stages of analysis.
Analysis
As this study implements a grounded theory approach, data were analysed in 
accordance with Charmaz (2006). The different stages of analysis will be 
detailed below:
Initial and focussed coding
The first step of analysis in grounded theory involves coding the transcribed 
interviews in order to break the data into smaller analysable pieces (Tweed 
& Charmaz, 2012). Once fully transcribed, the researcher used line-by-line 
coding with gerunds in order to develop initial codes. The use of gerunds for 
coding has been described as “preserving the action” thereby enabling the 
researcher to make links between actions and events (Tweed & Charmaz, 
2012). Line-by-line coding was used to capture what was happening in 
small units of data, as this can be helpful for analysing in-depth interviews 
(Tweed & Charmaz, 2012). Once the initial codes had been developed, they 
were raised to focussed codes by considering the codes that occurred most 
frequently or appeared to be the most meaningful and important (Charmaz, 
2006). For an example of a transcript with initial and focussed codes please 
see appendix 8.
Memo writing
Charmaz (2006) describes memo-writing as a crucial stage in the analysis 
process between coding and writing-up the study. It takes place from the 
start of data collection and continues throughout the research process. 
Writing memos enables the researcher to explore thoughts, codes, 
comparisons and ideas. Memos were used in this study in order to explore
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codes as they developed into categories and to consider how codes and 
categories related to each other (see appendix 10 for examples). They were 
also used to establish more in-depth meanings of processes by observing the 
times when codes or categories were or were not present and why as well as 
to keep abreast of ideas as they arose. Additionally, memos enabled the 
consideration of how the findings did or did not fit with previous literature 
and current practice, giving rise to ideas and implications for future practice 
and further inquiry.
Category development
Following the initial coding and focussed coding of interviews and the 
constant comparison of codes within and between interviews, ideas were 
gradually grouped together to form categories that incorporated these ideas. 
As more interview data was gathered, these categories were modified in 
order to encompass any new concepts that arose. Through the use of axial 
coding, the relationships between different categories and codes were 
explored to develop key categories and sub-categories. Memo-writing also 
aided the exploration of how categories inter-eonneeted.
Simultaneous data collection and analysis
In line with the grounded theory method, data collection and analysis 
occurred simultaneously. In practice this involved transcribing and coding 
interviews wherever possible before interviewing the following participant. 
Being involved simultaneously in the collection and the analysis of data 
enabled the researcher to constantly compare between and within codes as 
well as keep track of emerging concepts and to modify interview questions 
in order to gain more specific information about these ideas. This was a 
useful strategy for theoretical sampling as described previously.
Theoretical saturation is the point at which collecting further data no longer 
leads to new ideas or understandings and therefore denotes the point at
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which data collection can stop (Charmaz, 2006). Although Charmaz (2006) 
states that theoretical saturation should be aimed for, Dey (1999) argues that 
saturation is based on the researcher’s assumption that categories have been 
saturated. He suggests that one cannot prove that theoretical saturation has 
been reached and instead prefers the term “theoretical sufficiency” (Dey, 
1999 p. 257) which suggests that categories have been guided by the data 
rather than being saturated.
In the current study, data was collected until no new categories or concepts 
appeared to be emerging and the researcher was able to develop a robust and 
comprehensive model. Although other researchers may have different 
positions and insights, the model developed in this study aims to contribute 
to theory, and the researcher identifies that their claims of theoretical 
saturation may be subjective.
Theory generation
The aim of grounded theory is to generate an original theory that is 
“grounded” in the data collected from participants’ experiences (Fassinger,
2005). As the definition of a theory can vary depending on the perspectives 
of the researcher, two main definitions shall be provided below, followed by 
a description of the researcher’s understanding of theory.
Theory can be defined in positivist terms as the relationships between 
abstract ideas, thereby providing explanations and predictions of such 
relationships (Charmaz, 2006). It emphasises parsimony, and therefore the 
outcome and ensuing theory may be limited and crude (Charmaz, 2006). 
Alternatively, interpretative definitions of theory highlight understanding 
rather than explanation of a phenomenon, and as such aims to demonstrate 
patterns and connections rather than explanations and predictions (Charmaz,
2006). In the current study, the researcher aims to provide a theory that 
demonstrates an understanding of the phenomenon under investigation and
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takes into aeeount the multiple realities of the individual participants 
involved in the study. As such, the researcher tried to provide an 
interpretative theory.
In the final stage of analysis, the researcher attempts to create a practical and 
comprehensive theory of the phenomenon being explored (Fassinger, 2005). 
In order to achieve this, the researcher engages in “selective sampling” in 
which a central category that subsumes all the other categories is developed 
(Fassinger, 2005). Comparison with the data continues at this stage, in order 
to ensure that the central category is grounded in the data (Fassinger, 2005). 
These guidelines were used in order to develop the model as explained in 
the results section.
Once the model had been conceptualised, the researcher contacted all 
participants in order to discuss the findings and seek their feedback. This 
respondent validation process enabled the researcher to develop further 
insights into their understanding of participants’ experiences.
Credibility
In order to ensure the credibility of this study, Yardley’s (2000) four criteria 
of credibility were adhered to as follows:
• Sensitivity to context -  this principle aims to ensure that the analysis 
used and understanding derived in the study is sensitive to the data 
as well as the social context from which it emerged. It takes into 
consideration the researcher’s involvement and how they may have 
influenced the data as well as considering the power differential 
between researcher and participant. In the context of the concept of 
this study, a literature review was undertaken following data analysis 
in order to consider similar previous studies to derive a more 
insightful exploration of the data. Additionally, the researcher aimed 
to take into aeeount issues of power and their own influence over the
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interview process by enabling interested participants to come 
forward themselves, as well as through reflective practice. For 
example, the researcher considered the impact that their gender and 
profession may have had on participants (please see Reflexivity 
section).
• Commitment and rigour -  commitment refers to the continued 
immersion with the subject area. The topic of this study had been of 
interest to the researcher for several years. As such, the researcher 
had watched several documentaries about transition both before and 
during the research period. A further aspect of commitment is the 
development of technical skill in qualitative methodology. As a 
member of the grounded theory special interest group, the researcher 
had the opportunity to develop such skills alongside other peer 
members. Additionally, participation in a more general qualitative 
research group enabled a broader understanding of different 
qualitative methodologies to develop.
Rigour denotes the completeness of data collection, analysis and 
interpretation. It considers whether the size and nature of the sample is 
adequate to address the research question. As prescribed by the grounded 
theory method, the aim is to reach theoretical saturation, and in the current 
study the employment of theoretical sampling and simultaneous data 
collection and analysis demonstrates and attempt to reach such saturation.
Chiovitti and Pivan (2003) define eight methods of research practice that 
can be used to enhance rigour; allowing participants to guide the interview, 
checking the researcher’s conceptualisations against the participants’ 
understandings, using participants’ actual words in the model, sharing the 
researcher’s personal ideas, stipulating the principles underpinning the 
researcher’s thinking, explaining the reasons why participants were selected 
and how, describing the scope of the research and relating the literature to 
the categories developed in the theory. As described in previous sections, 
participants’ own words were used throughout the data analysis, and the
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researcher’s personal views are outlined in the reflexivity section. 
Respondent validation also enabled the researcher to cheek their 
conceptualisation against the participants’, as participants were invited to 
comment on and discuss their views of the model that was developed.
• Transparency and coherence -  these aspects of credibility consider 
how transparent the researcher has been in terms of their procedures 
and analysis as well as the soundness of the research method in the 
context of the philosophical position of the researcher and the 
research question itself. The grounded theory special interest group 
and supervision enabled the researcher to compare their 
interpretation of the data with others’ understandings, thereby aiding 
transparency of the data and procedures utilised. Additionally, the 
use of memos and reflective practice have enabled the researcher to 
create an audit trail demonstrating the transparency of the research 
process. The researcher’s ontological and epistemologieal
perspectives along-side the justification for the research method 
employed have already been given.
Impact and importance -  this addresses the potential influence of the 
research and whether it will have practical and theoretical value. As 
described in the aims and objectives, the research intends to gain 
understanding of the transitioning experiences of self-designated 
men. In developing further insight into this process, and by relating it 
to previous literature and current practice, through dissemination the 
study has the potential of impacting on policy in this area. The 
importance of this study has been discussed in the introduction.
Reflexivity
Having grown up as a female in a patriarchal country and within a family 
with very gender-stereotyped roles, I have from an early age been struck by
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the inequalities and power differentials between men and women. As a 
ehild, although I understood and aeeepted my gender as being female, there 
was a part of me that was a little male identified. This eame through in my 
friendships with boys and my identity as a “tom-boy”. This was especially 
apparent during my adolescence when I suffered fi*om what I define as body 
dysphoria. Although I continued to be female identified, for a period of time 
I wished myself to be male-bodied, solely due to my unhappiness with my 
developing female form. As such I feel I have some experienee of living in a 
body that you feel betrayed by and alienated from. As I adapted to my body, 
this dissatisfaction subsided and I began to appreciate my gender and body 
for what it was. I continued to question typical gender roles and to challenge 
these throughout my adult life, which is one of the reasons why I decided to 
carry out the current study.
Having had such experiences and come out the other side makes me wonder 
about the preconceptions I may place on the participants in this study. It also 
makes me contemplate their experience of me as a female researcher, when 
they have all been so desperate to get out of their female bodies. I have tried 
to remain thoughtful about my assumptions, that I may think I understand 
what they have been through and are going through and therefore jump to 
conclusions or not question in enough detail.
Being a trainee clinical psychologist may also have had an impact on the 
research process and the interview experiences of the participants. Many of 
them have had to be assessed by psychiatrists and psychologists in order to 
gain access to treatment, and some of these experiences were described as 
being negative. As such I tried to be aware of the potential impact of my 
professional status and the power differential this may have created between 
myself and the participants.
Whilst interviewing participants I tried to be aware of my own processes 
and the impact of the interviews on me. During several interviews I noticed
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feelings of identification with certain individuals who felt they had been 
treated unfairly by the system. This made me want to do things right by 
these individuals and ensure that my research justly portrayed their 
experiences so that they were given a voice when perhaps sometimes they 
felt they had been silenced. I think it was important to be reflective after 
each interview so that I could explore the feelings they conjured up in me, as 
these could have had an impact on the ways in which I understood 
participants’ experiences. Having this reflective space allowed me to 
differentiate between my own experiences and theirs. I feel that this enabled 
me to analyse the data in a way that more closely represented the 
participants’ experiences whilst acknowledging my own. For further 
reflections, please see reflections on the theory at the end of the results 
section.
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RESULTS
This section will describe the participants who took part in the study, and 
will then go on to discuss the findings. Firstly, a description of the process 
of theorising will be provided, followed by an overview of the theory 
developed. Following this, the theory will be presented in more detail, 
offering quotes from individual participants to give a more in-depth 
understanding of how the theory was developed.
Demographics
Eleven self-designated men took part in the study. Their ages ranged from 
19 to 69 and they lived in various parts of England. All participants 
described themselves ethnically as White British and had lived full-time as a 
man between 1-2 and more than 10 years. Five participants were currently in 
a relationship. Four participants described their sexual orientation as 
bisexual, three as straight, two as gay and two as other. In terms of 
treatments two participants were only on hormone therapy. The rest of the 
participants had had a mastectomy with three having had genital surgery. 
Participants had various spiritual and religious beliefs. None of the 
participants had a learning disability, but two described themselves as 
having a disability.
Findings
The process o f theorising
During simultaneous data collection and analysis 29 categories appeared to 
emerge from the data. Through the continued constant comparison between 
and within interviews as well as the use of memo-writing and axial coding 
to explore the relationship between categories, these were de- and then re­
constructed to form 7 conceptual categories as follows: pretending to be
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someone you ’re not, lack o f knowledge and information, discovering it was 
possible to change, transitioning requires strength and resilience, accessing 
support, reconciliation with the body and not pretending anymore (see 
appendix 9 for a diagrammatie representation of categories).
Through further analysis at a deeper level of abstraction links between these 
categories were explored and four core categories emerged; Authentieitv. 
Knowledge and Information, Making the Decision to Change, and 
Transitioning. One central category “Transitioning Towards Authenticity” 
was developed in order to explain how participants constructed their 
experienee of transitioning. This category subsumes the further categories 
that emerged from the analysis.
Overview o f the theory
Participants described their experience of transitioning as a complex staged 
process. Making the Decision to Change was deemed to depend on the 
interplay between a desire achieve a sense of Authentieitv and having the 
Knowledge and Information to be able to make this decision. Once the 
decision to change had been made, various factors affected individuals’ 
Transitioning process. Participants described themselves as having to be 
strong and resilient in order to navigate and negotiate difficulties in this 
process, whilst accessing support was seen as being paramount to achieving 
a successful transition. Following this, individuals described beginning a 
process of realising Authenticity as they felt a sense of réconciliation with 
the body and that they were not pretending anymore.
Knowledge and information
One of the main factors participants described as enabling them to reach a 
point of being able to make a decision to change was having the knowledge 
and information to do so. Although some participants had a felt sense of
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being male from a young age whilst others did not realise this until later in 
life, participants did not know it was possible to transition due to the lack of 
knowledge and information of professionals and in the media. It wasn’t until 
they met a trans man or eame across some information through the media, 
documentaries or the internet that participants were able to discover it was 
even possible to transition. The lack of knowledge and information therefore 
often held-up the process of transitioning, as participants did not know it 
was possible, and once they did, professionals often did not have much 
knowledge or information of referral routes or treatment options, causing 
further delay for individuals.
Making the decision to change
Making the decision to change involved a complex process of exploration 
and consideration which took longer for some participants than others, often 
depending on their personal situations. Some experienced going baek-and- 
forth and rethinking things in order to get to the point where they felt it was 
the right thing to do. Others described beginning with small changes in 
order to try out how that felt, such as wearing male clothes.
Transitioning
The process of transitioning involved the interplay of various factors. 
Participants described transitioning as requiring strength and resilience on 
their part in order to overcome power imbalances in the system as well as 
society as a whole. They described having to fight for treatment and having 
to overcome obstacles whilst at the same time dealing with others’ negative 
reactions. This was especially difficult when combined with the fear 
participants were experiencing about the medical aspects of transitioning, as 
well as experiencing a perceived threat and a lack of safety when there were 
difficulties with passing during the early stages of the transition. These 
difficulties were overcome due to individuals seeing positive outcomes in 
other trans men and by having systems in place that supported their
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transition. This included having systems that supported transitioning whilst 
maintaining employment as well as accessing various forms of support. 
Others’ positive reaction also enabled individuals to feel a sense of doing 
the right thing and all these factors enabled individuals to get through some 
of the difficult experiences they were confronted with during their 
transition.
Authenticity
Individuals described their experience of themselves before transitioning as 
pretending to be someone they weren’t. This was described in terms of 
trying to fit into social roles that were felt to be expected of them, leading to 
feelings of inadequacy for some individuals. This was also described in 
terms of having feelings of being in a body that doesn’t make sense. 
Through transitioning, participants were able to embrace the social roles that 
felt right for them, embarking on a journey of being who they really are, 
thereby not pretending anymore. This occurred alongside a physical 
transition that led to participants experiencing a reconciliation with a body 
that now matched how they felt to be inside.
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Figure 1: Model of Transitioning Towards Authenticity
As can be seen in Figure 1, the arrows indicate that a lack of knowledge and 
information influences discovering it was possible to change, and vice 
versa. As such, an individual is unable to discover it is possible to change if 
they do not have the relevant knowledge and information. The individual’s 
sense of pretending to be someone they are not is also influenced by a lack 
of knowledge and information. Until they acquire this knowledge, thereby 
discovering it is possible to change, individuals are unable to put a name to 
their experience of pretending to be someone they are not. These three 
aspects of the model therefore have double-sided arrows, demonstrating the 
complex interactions between individuals having knowledge and 
information and realising who and what they are, and what can be done to 
change this.
Once this knowledge and information has been obtained and with the 
realisation that change is possible, individuals then make the decision to 
change, as depicted by the arrows in Figure 1. Although depicted by single­
headed arrows, this does not imply that such a decision is made quickly or 
easily. The complex cycle between pretending to be someone you’re not, 
having a lack of knowledge and information and discovering it is possible to 
change may take some time, and the decision making process may therefore 
be complex in itself, as individuals may seek further information before 
making the decision to change. However, once this decision has been made, 
as illustrated by the single-headed arrow that follows, individuals begin the 
process of transitioning.
As shown in Figure 1, the process of transitioning involves a complex 
interaction between overcoming power imbalances and others’ negative 
reactions, as well as coping with individuals’ own fears and worries of 
transitioning, which are influenced further by others’ reactions, the issue of 
passing and power imbalances. The double-headed arrows suggest a cycle
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between these different aspects, whilst the single-headed arrows suggest that 
power imbalances directly affect others’ negative reactions and the 
individuals’ experience of fear and worry. In order to manage these issues, 
individuals require strength and resilience, as well as support. This support 
can take many different forms, as shown in Figure 1. The individual’s 
strength and resilience can influence how able they are to access support, 
and accessing support can further enhance an individual’s strength and 
resilience in coping with the various difficulties of transitioning. This is 
depicted by the double-headed arrow.
During and following transition, individuals achieve authenticity in the form 
of being reconciled with the body and not having to pretend anymore. The 
double-headed arrow implies that reconciliation with the body influences an 
individual’s sense of being authentic, thereby not feeling like they have to 
pretend anymore. Additionally, this sense of authenticity enabled further 
reconciliation with the body. As such, this process may take time and as an 
individual becomes more confident with their body and can achieve their 
desired social role, authenticity in all forms increases.
The Theory in Detail 
Knowledge and information
Lack o f Knowledge and information
Knowledge and information were seen as vital in enabling participants to 
make the decision to change, and also in deciding how best to go about 
doing so. One major hurdle experienced by participants was due to the lack 
of knowledge and information both in medical professionals from whom 
they sought help and society as a whole;
“you have to go and educate them so I  had to educate myself even more 
than I  already was to then educate the doctor... to get them to refer me and
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that, that’s not helpful really I  don’t think because there’s such a huge gap 
in their knowledge "(Rick).
Due to this lack of knowledge and information, many participants were not 
even aware that transitioning was possible;
“in the media and stuff all you see is trans women and I  didn’t actually 
know that it was physically possible to transition to male until I  met a trans 
man "(Anthony).
“I  came across the FtM UK website which just had a line across the top o f  
the screen which said something like a transgendered person was someone 
who was born you know an FtM transgendered person was someone who 
was born in a female body but always felt they should’ve been a man and I  
just went oh! Crikey! I  had no idea about transgenderism before that” 
(Ewan).
Participants described an invisibility of trans men as contributing to the lack 
of knowledge and information, and that this invisibility causes additional 
difficulty and uncertainty;
“it sounds very slogany but i t’s true invisibility and erasure kills I  mean 
literally you know I  went through, I  went through till my thirties not 
knowing it was possible to even be a trans man i f  Fd known at earlier stages 
in my life I  would have probably made very different decisions in my life 
and i f  Fd never known that it was possible to be a trans man I  can’t imagine 
what the consequences o f that really would have been ” (Nathan).
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Discovering it was possible
Considering the lack of knowledge and information described above, when 
participants did discover it was possible to transition, this was a major factor 
in enabling them to realise the possibilities for the friture;
“I  found support by going online and it was through that that I  realised it 
was even possible to do um I  just never thought it was possible to do that so 
the internet’s made a huge difference to me and I  know to other people as 
we//"(Mike).
“The more visibility there is the more people will start thinking ooh ok yeah 
maybe that’s me so I  don’t think that there is a sudden increase in the 
number o f people out there I  think there’s plenty o f people who are kind o f  
trying it out to see i f  it fits and maybe i t’s not actually the right thing for  
them but at least they’ve got the space to do that now and you can work out 
what is right” (Brian).
This also enabled some participants to make sense of certain difficulties in 
their lives and how their newly discovered knowledge could be used to 
make things better for themselves;
“the knowledge is good and I  would have probably just bumbled through 
life being socially inept and socially awkward and that would’ve been the 
end o f it I  wouldn ’t have known I  could be this happy "(Billy).
Making the decision to change
Given individuals’ experiences of pretending to be someone they’re not, at 
times not having the knowledge and information about why they had these 
feelings or that something could be done to change this, and finally
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discovering it was possible to transition, participants described making the 
decision to change as being something they had to do;
“changing gender was obviously just gonna be massively bigger than that 
so much more complicated and my heart just sank and oh this is just gonna 
be huge and I  think I  felt immediately that I  had to do i t , it was just so 
inevitable that I  knew that this was going to happen ” (Ewan).
They also described this as being very personal in order to achieve a 
different relationship with their body;
“my decision to transition was not about fitting in with the world it was 
purely much more, much more on an intimate basis between me and my 
body because that was where the problems kept arising you see on a 
personal level that’s. I  didn’t ever feel comfortable having a woman’s 
body” (Chris).
Transitioning
Transitioning requires strength and resilience
“"this idea o f the tragic transsexual, i t , it kind o f um I  think it erases the 
resilience and the strength o f spirit o f many trans people ” (Nathan).
Participants described having to overcome a lot of difficulties during 
transitioning. These were to do with the medical and social aspects of 
transitioning per se, but also with the barriers they encountered from 
services, family and the general public. Mike described having to have a lot 
of strength and resilience in order to overcome some of these issues;
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“to take such a step publicly requires quite a lot o f I  wouldn’t say courage 
but fortitude i f  you like, resilience in all ways psychological, emotional and 
physical”
Nevertheless, some participants also described the unique perspective and 
experience of trans individuals and the strength that comes from living 
through such experiences;
“it’s a unique position getting to see both sides so I  suppose I  feel privileged 
in a way and I  guess having gone through all the shit to get here it does 
make you stronger you ’re more able to fight for your corner your rights 
your privileges what you need and it’s been tough ” (Billy).
“how many people get to live their life, lives in both genders and have the 
insight and everything that kind o f comes with that, I  think there are some 
you know amazing aspects o f that that are to be acknowledged and 
celebrated and I  think those things sort o f really need to come through and 
on the back o f that the resilience o f trans people I  think” (Nathan).
Power imbalances
Some of the barriers to treatment and future happiness experienced by 
participants at a time when they were potentially at their most vulnerable 
were seen as being due to power differentials exercised by professionals 
who were seen as gatekeepers. This took different forms, such as feeling 
stigmatised, disempowered and having to drive the process forward and 
fight for treatment;
“I ’m expected to live with a stigmatising diagnosis and I  have to fight like a 
warrior just to get the basic services that I  need in order to exist as a trans 
person.... I ’ve never. I ’ve never been involved in anything that was so
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disempowering, so stigmatising , so frustrating, so disappointing and soul 
destroying as that process has been to be AoMgy/ "(Nathan).
“I  wasn 7 mentally at my best but it was also part o f the thing I  talked to 
you about before in terms o f I  still had to have the confidence to drive the 
process forward because i f  I  hadn 7 have driven the process again it kind o f  
wouldn 7 have happened so you in a sense even when you ’re feeling at your 
weakest you have to be kind o f quite strong about the whole thing” {Arthm).
Additional power imbalances were seen in terms of trying to get the 
diagnosis that would enable participants to transition. Many participants 
were concerned that if they didn’t say the right things then they would not 
be able to get what they needed. There were also frustrations about how 
they got treated by professionals;
“that was quite intimidating because you have to try to prove that you ’re 
not bonkers you ’re quite aware that everything you say is being analysed 
and somebody else has got judgement on my life that was not a pleasant 
experience because I  don 7 know about other people but myself I  knew what 
I  wanted I  knew how to get it and there was a man in front o f me who was a 
gate keeper and he had the final say about whether or not I  could get where 
1 needed to "(Billy).
''he told me I  was an idiot because i f  had a joint bank account and a joint 
mortgage with my partner and said um she would leave me i f  she was a real 
lesbian when I  started looking like a man she would leave and i f  she turned 
out to be bisexual there were thousands o f real men she could have so I  
came out o f that not too happy’’(Qvmn).
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Some participants also described the notion of having to pay the price to get 
what you want. For Billy, this took the form of people asking very personal 
questions about his transition;
“your private life is almost like sacrificed once people find out and you get 
asked questions they wouldn 7 dream o f asking you i f  you weren 7 special i f  
you weren 7 in this position a bloke wouldn 7 say to another guy how about 
your cock then tell me about what you \ e  got in your pants it no it wouldn 7 
happen would it? But because I ’m FtM people think they can ask 
everything... a price for successful and happy transition is you’ve gotta talk 
about your cock”.
Fear / worrv
Participants described experiencing fear on several different levels. This 
included a fear of being rejected and therefore being alone, as well as fear of 
some of the procedures and what the end result may look like. Anthony 
highlighted concerns about his future in general, such as whether he would 
be able to live the life he wanted to live;
“I  was thinking you know I  might not be able to go back to college because 
I  might end up without financial support and I  might not be able to do what 
I  want to do with my life anymore and I  might end up you know living on the 
streets or working in a bar or just not sort o f following the path that I ’ve 
chosen which made me really, really worried and really down ”
Other fears that were expressed included concerns about mental health 
deteriorating, fears about the physical transition as well as worry about how 
their family might be reacted to;
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“at that point it was just too frightening because o f having a breakdown 
before I  think that’s another reason actually why I  didn’t transition earlier 
on um I  was quite scared o f it the whole process and also being a bit o f a 
hypochondriac I  was also scared o f the physical and chemical side o f things 
you know with the hormones and all that” (Arthur).
“I  was very worried about my boys either getting picked on when they got 
out or you know embroiling themselves when I  was out I  was worried for  
the children ” (Roger).
Several participants also experienced a perceived lack of safety in public;
“I  think it’s just the worry the constant worry about are you gonna be safe 
are you gonna be accepted are you gonna be a really freaky looking bloke 
and the not knowing what you ’re gonna look like "(Billy).
Passing
The beginning stages of transitioning were identified as being particularly 
difficult for participants. During this time, some participants were going 
through the “real life experience” when they were expected to live as a man 
but without hormonal treatment to enable them to develop the masculine 
features that would help them to pass;
“ifyo u ’re trying to pass as a man without any o f that and you’re not then 
that’s gonna have a detrimental impact o f the fact that people are looking or 
staring or... and it just makes you almost perhaps feel even more freaky 
than you did before you even started to change "(Arthur).
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“I  think when Ifirst came out I  was more anxious cos I  was like am I  being 
read as male? And I ’m worried about you know using toilets cos that’s quite 
a big thing” (Rick).
Once hormonal treatment and the related physical changes began it made 
passing easier. Even so, the early stages were experienced as uncomfortable 
as other people found it difficult to read whether participants were male or 
female. This caused a lot of confiision for people and made going out very 
difficult:
“I  started to pass then I  was like yeah I  get it now this makes perfect sense 
and then I  was fine but um there was I  guess a dodgy ... maybe a year when 
I  wasn’t passing and I  was getting, I  was quite uncomfortable going out 
because I  knew that people didn’t know if  I  was male or female and i f  I  
spoke to them they maybe weren’t sure what to say they were like probably 
a girl but not really sure or probably a boy but oh something’s not quite 
right and that was quite unusual ” (Ewan).
Others’ negative reactions
Unfortunately participants often experienced negative reactions about their 
transitioning from others. This was experienced as frustrating especially 
when they already had so many other things to contend with. Rick described 
feeling insulted and low due to people choosing to mis-pronoun him and 
arguing with him about his gender;
“I  had people kind offemale pronoun-ing me and arguing with me and then 
reading me as male to begin with and then realising I  was female ... and 
that ju s t , it knocked me more than anything and I ’ve stopped going out now 
because Ijust can 7... deal with the fact that I ’m working my backside o ff to 
present how I  am and people kind o f have the audacity to argue with me , 
think i t’s ok to insult me effectively ”
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Other participants described negative responses from groups that they had 
formerly belonged to as well as from groups that they had previously had 
positive attention from;
“ Fve always only been attracted to women so in my former life I  was in 
quite a subculture o f  only going to lesbian things and blab la bla and you 
know i f  you suddenly think oh god you ’re a man then you don’t exactly get a 
very positive response "(Chris).
“course when I  was neither one thing nor the other people really stared 
trying to work out which I  was you know and all o f that I  didn’t like and 
then when I  started to look a bit male but quite femme um I  found I  started 
to get negative attention from groups o f men "(Roger).
Others still described negative reactions from family, and experiencing this 
as a denial of who they were;
“she seemed to be denying who I  was ... I  don’t know what she expected me 
to do you know (laughs) i f  she expected me to decide not to or what but she, 
she really sort o f tended to deny it to herself altogether and that in a way 
negated me "(Jake).
Accessing support
Support was seen as fundamental in enabling participants to overcome some 
of the barriers, fears and negative reaction described above. Although some 
forms of support were seen as quite personal and individual, support was
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generally seen as falling under four categories of specific support, others’ 
positive reactions, seeing positive outcomes and having systems in place.
Specific support
“I  think support is such a massive thing because I  had a bit o f kind o f like 
I ’m feeling quite alone "(Rick).
Participants described various forms of support that they found helpfiil 
during transitioning. Some experienced needing different types of support at 
different times. One form of support that was seen as vital was trans-specific 
support, either through support groups, friendships, books, documentaries or 
the internet;
“what I  really needed was kind o f emotional support and validation and 
er... where I  got that really was joining a support group... in terms o f you 
know kind o f getting through the process o f it it’s definitely um you know 
the support that I  got from other trans men was crucial”
“it’s a way o f kind o f exploring things with other like-minded people and 
benefiting from the knowledge and experiences ofpeople further down and 
then you become the person that’s kind offurther down and passing on your 
kind o f knowledge "(Arthur).
Although trans-specific support was essential, some participants felt they 
also benefitted from support that was focussed just on them and their 
individual needs, for example through counselling;
163
“it was a place where I  thought it was ok to feel things because I  felt like in 
the trans community I  could almost felt like I  should just be really happy 
being myself now and I  didn’t want to complain about things and then like 
with my friends andfamily again Ife lt like well I ’m kind o f imposing this on 
them and it’s difficult for them and if  I  talk to them about my problems with 
it and my feelings then i t’s just going to make it even worse um whereas 
with the like church chaplaincy because they were slightly kind o f a step 
removed but still very understanding I  was able to vent a little bit about how 
I  fe lt” {AnXhony).
Others described their own personal resources as being supportive to them. 
This included spirituality as well as skills that had formerly been developed 
and reflected upon;
“it’s definitely helped I  mean it’s definitely helped with the whole 
managing depression process the mindfulness aspect anyway and to an 
extent the dermic thing o f seeing the change, change happens so mental 
states come and go um but the MBCT was very, very helpful’’(fAiks).
Others’ positive reactions
“it’s been a huge eye opener a huge affirmation o f human kind i f  you like 
that people have just taken it on ” (Mike).
Participants experienced others’ positive reactions to their transitioning as 
being very helpful in allaying some of their fears about being rejected. This 
was also seen as supportive in terms of making the decision to change and 
that in doing so they had made the right decision;
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“the broad acceptance that I  got from my friends and family was very 
helpful and my job at the time as well like I  had to go and get a job so that I  
could transition "(Ewan).
"everybody was fantastic and it was really nice and some people are 
fascinated by it and ask me all sorts o f questions” (BrmvL).
“I  thought I  was going to have to give up everybody I ’d  known before but I  
didn’t really want to and when I  told people they, they seemed really quite 
relieved that I ’dfound a way o f continuing surviving’’(Chris).
Seeing positive outcomes
Due to the fears of medical transition and what the outcomes of this might 
be, meeting other trans men and seeing positive outcomes offered much 
relief to participants and was supportive in their decision-making;
“it was such a kind o f relief to see that there were people who were happy 
cos I  think that was my fear was that I  would be some kind o f hybrid”
On top of reducing their fears of what they may look like, meeting other 
trans men who were happy and leading successful lives was also very 
reassuring;
“meeting people and seeing people who’ve gone through the transition and 
they ’re not freaky you wouldn’t know you really wouldn’t know with some 
guys god you ’re gorgeous and i t’s a huge incentive and a huge comfort to 
see blokes who maybe are a little bit shorter than normal but that’s it 
they’ve got beards bald heads some are fa t some are thin but they ’re living 
their lives they’re going about it and nobody’s giving them shit and
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nobody’s beating them up in the street cos that’s what you do worry 
about” (BiWy).
“I  was able to meet other people who had kind o f similar issues dilemmas i f  
you like to myself and kinda see what people when people kind o f came out 
the other side so a few years down the line actually they were you know 
looking very male leading successful lives in terms o f work family that kind 
o f thing being acceptedfor who they are "(Arthur).
Having systems in place
Participants felt that another support was when there were helpful systems 
in place both for work and in terms of the law. This enabled them to find out 
how to negotiate processes and to be supported through these. For example, 
Mike described his Human Resources department as being extremely 
helpful when he had to change all his documentation;
“there were processes in place you know the HR departments had all the 
right things um then I  had to decided would I  go back to a school that I ’d  
worked in or would I  just go to new places ”
The law was also seen as empowering and helpful for participants as it not 
only protected their rights but also enabled them to be legally recognised as 
male and therefore accept the privileges related to this;
“I  also went to the solicitor got the statutory declaration o f changing my 
name officially and then sent out all the letters to the passport the driving 
licence the gas bill the insurance and everybody else did it all in that 2 week 
period and then went back to work with my new uniform just feeling like the 
dog’s bollocks which was great” (Billy).
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“from the gender recognition point o f view that was a very important point 
for me because now I  was legally recognised as male it’s the first time in, 
that’s when I  experienced true equality not with gay people but with 
heterosexuals in the sense o f I  could from then on I  could marry someone i f  
Iwanted”{C\w\s).
Authenticity
Pretending to be someone you ’re not
Before and sometimes during the transitioning process, participants 
described a feeling of pretending to be someone they weren’t. This took the 
form of either feeling like they were dressing-up when they presented 
themselves in feminine attire, or that there was an aspect of impersonating 
what they thought a woman should be like.
“you just get to a point in life where life just becomes un-liveable because 
you’re just... you have just this sense that you’re just trying to impersonate 
somebody pretend to be somebody or something someone that you’re not” 
(Arthur).
“it felt as i f  I  was putting on a false uniform, something that didn’t belong to 
me when I  had to transform into a woman to go home from the allotment... 
I ’m not surprised I  took to drink and all sorts o f other things given that, the 
huge disparity between what was in my head as normal behaviour for me 
and what my expected social role was which I  was trying to do you know 
because I  didn 7 want to be not respectable "(Roger).
“I  was trying very hard to act like a normal girl up to that point’ 
(Anthony).
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Accompanied with this was the feeling that they were in some way not a 
“proper” man or woman, but something in-between, especially during the 
middle stages of transition when they experienced difficulty with passing;
“I  felt as i f  I  was in drag I  fe lt like a clown I  felt that I  couldn 7 do it like 
other women that they somehow knew how to he proper people and I  didn 7 
so I  felt you know a failure as a woman um without ever being able to say 
that" (Roger).
"although I  was happier with my body everybody else was treating me 
slightly differently because they either thought I  was a cancer victim or they 
were deeply confused because I  got the chest o f a man but the voice and the 
name o f a woman I  was neither one thing nor the other I  was stuck in the 
middle which was in some ways even more uncomfortable that just being a 
girl trapped, being trapped in a girl’s body ” (Billy).
Reconciling the body
Participants spoke about feeling alienated from their originally female form 
and having difficulties accepting their bodies, which often led to problems 
in intimate relationships. Once they knew they were going to acquire the 
body they had so long desired, they experienced a change in their 
relationship with their body, wanting to look after it and make the most of it;
“At the time I  was taking really good care o f myself, a lot better care o f  
myself strangely for the first time because I  think I  had some kind o f hope o f  
having a relationship with a body that I  wanted to have a relationship with 
... you know finally I  had some vision o f having a body that was worth 
taking care o f whereas before I  didn 7 feel that way "(Nathan).
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“suddenly I  had a body, I  hadn 7 really felt like I  had one before it was this 
thing that I  was kind o f carrying around like a really heavy sack and I  didn 7 
want it and I  didn 7 like it and it didn 7 really make any sense to me and it 
was just the thing that propelled me around, suddenly now it was like I  was 
given a body for the first time and I  wanted to look after it and do better 
things with it and 1 wanted to use it in interesting ways "(Ewan).
Additionally, some participants experienced a sense of relief and being more 
comfortable once they had physically and socially transitioned to male;
“Ijust sort o f really felt you know more myself because before that I ’d  been 
conscious o f being insulted all the time because being reacted to or called 
by things associated with the other gender was an insult... is an insult still 
so my perception o f daily existence was being constantly insulted and then 
that stopped’’ (Jake).
Not pretending anymore
Once the physical transition had begun and participants had reached a stage 
where they felt they were passing, they described embracing more freely 
their masculinity. This enabled them to openly take on more masculine roles 
in society as well as to accept what they described as the male privilege.
“you ’re playing a social role in the world that feels right for you and feels 
more comfortable " (Nathan).
In doing so, and in relating to a more acceptable body, they felt a sense of 
not having to pretend anymore; now they could just relax and learn to be 
themselves;
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“it’s aligning you go from pretending to be um somebody to actually being 
that role so that, like you ’re an actor you spend your whole life acting a 
part maybe you ’re acting trying to be a girl maybe you ’re acting as a bloke 
i f  you ’re doing the real life transition and you get testosterone and you ’re 
on your way you don’t have to act you can just be and it’s such a fucking 
relief not having to put the double glazing up not having to hide some part 
o f you either the masculine or the feminine because you ’re always hiding 
one or the other when you ’re trans "(Billy).
“I  was happier I  was more comfortable I  was not all the time fighting being 
insulted and being perceived as other than Ife lt myself to be ’’ (Jake).
“it just made you know I  felt like I  could relax, I  didn’t have to pretend to be 
somebody I  wasn’t any more so although you’ve got , you ’re spending a lot 
o f time telling people and explaining things ... it yeah you have time to just 
stop and be who you really are not have to be somebody else so that was 
nice, that made things much easier” (Brian).
Respondent validation
Following the development of the model, each participant was contacted by 
email in order to give them the opportunity to discuss the model and offer 
feedback. Four participants responded. Two described the model as 
representing many of the experiences they have come across both 
themselves and in terms of discussion with other trans men. Another 
participant added that his experience of discovering it was possible had been 
missed, as originally in the overview of the theory only documentaries, the 
internet and meeting other trans individuals were given as examples of this. 
As such, his experience of discovering the existence of transgenderism 
through media stories of a trans woman was added. The fourth participant 
did not offer any further insights to the model.
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Reflections on the theory
As described under reflexivity in the method section, I have had some 
personal experience of being male-identified and feeling betrayed by my 
body. During the interviewing process, participants were given the 
opportunity to ask me about my position in the research and why I decided 
to investigate the experience of transitioning. I found that sharing my past 
experiences with participants and being open and honest about my interest 
was a helpful tool in enabling rapport to be established. This may have 
enabled participants to be more open and honest about their own 
experiences, as they were aware that I would be sharing my own. This may 
have reduced the potential power imbalances alluded to in the former 
reflexivity section.
Additionally, giving participants the opportunity to reflect on the theory 
through respondent validation may have provided a further platform for 
honesty and openness. As those participants who did provide feedback 
described the theory as describing their experience, this leads me to believe 
that the theory provides a credible understanding of the transitioning 
experiences of the participants in this study.
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DISCUSSION
In this section, the research question and the ensuing theory generated will 
be summarised. This theory shall then be discussed in relation to existing 
literature. Similarities and differences between the current theory and past 
studies shall be considered, after which the theory shall be integrated with 
existing theories in order to potentially develop a richer and broader 
understanding of trans men’s experiences of transitioning. The implications 
of the current study will then be discussed, followed by limitations and areas 
for ftjture research.
The research question and theory generated
This study considered the question; “How do trans men describe their 
experiences of transitioning? What was helpful or unhelpful during this 
time, and what effect did this have on their quality of life and psychological 
wellbeing?”. The findings suggest that trans men experience the process of 
transitioning as complex, and that making the decision to change is 
influenced by a desire to achieve a sense of authenticity as they feel they 
have been pretending to be someone they are not, trying to fit into the social 
roles expected of them. Additionally, having the information and 
knowledge in order to support making such a decision is vital as this enables 
individuals to discover who they are and that transitioning is possible.
After making the decision to change various factors affect individuals’ 
transitioning process. Trans men have to be strong and resilient in order to 
cope with difficulties that arise during this process, such as overcoming 
power imbalances, fighting for treatment and dealing with others’ negative 
reactions. Accessing support through counselling, family, spirituality or 
other trans men is fundamental to achieving a successful transition. 
Following this trans men begin a process of realising authenticity by being 
reconciled with the body that now corresponds to how they feel inside, as
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well as not having to pretend anymore to be someone they are not by 
embracing social roles that feel right for them.
Transitioning - A comparison of previous studies
Authenticity
The concept of authenticity as described in this model refers to a continuum 
between feeling one is pretending to be someone before transition to not 
pretending anymore following transition. This has similarities with other 
studies that describe a similar notion. Morgan and Stevens (2008) describe 
trans individuals as experiencing an early mind-body dissonance, that is 
feeling that their body does not reflect who they feel they are inside. This is 
supported by other studies that suggest that trans men’s biologically female 
bodies do not express who they are inside thereby hiding their true identity 
and not reflecting their core self (Rubin, 2003), and that this sense of being 
in the wrong body is further compromised by a sense of being in the wrong 
social role (Devor, 2008). Similarities can be found in Pollock and Eyre’s 
(2012) study which describes individuals as having a sense from a young 
age that they are different from same-sex peers, as they experience an 
aversion to their social roles and appearance and a commonality with those 
of their preferred gender.
Transition can be seen as the process that enables trans men to reveal their 
true identities, as these become visible and recognisable by others (Rubin, 
2003). This enables individuals to experience greater congruence with 
themselves and develop better relationships (Riggle et a/, 2011).
Knowledge and information
The current model describes knowledge and information as being an 
important factor in several ways. Firstly, without knowledge and 
information about transgenderism, individuals may be unable to recognise 
why they feel at such odds with their bodies. Additionally, knowledge and
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information enable individuals to discover there is a name for how they feel, 
and there are others with similar experiences out there. This knowledge and 
information enables individuals to gain access to support and to further 
explore their identities and the processes that they may wish to pursue in 
order to achieve authenticity.
Additionally, knowledge and information can be considered at the level of 
health-care providers and professionals. Not having adequate knowledge 
and information about transgender issues means that trans men are unable to 
access the treatment and support that they need.
Gagne et al (1997) describe a coming out to the self process whereby 
individuals first negotiate occasions that tell them they feel wrong, after 
which they discover there are names that describe how they feel and others 
who share a similar experience. This awareness leads to information seeking 
and reaching out (Lev, 2004). Trans exposure can occur through the media 
or meeting other trans individuals, giving the formerly vague feeling of 
being different a name, leading to a recognition of trans identity and 
exploration of possibilities (Pollock & Eyre, 2012).
Previous studies also support that there is a lack of knowledge of health-care 
professionals (Newfield et al, 2006), which can lead to treatment barriers, 
thereby potentially resulting in increased mental health difficulties (ILGA- 
Europe, 2006).
Making the decision to change
Due to pretending to be someone and the social pressures to conform to a 
gender that does not feel right, discomfort in one’s birth gender creates 
difficulties with social function, reaching a point where life becomes 
unliveable. Discovering transition is possible and having knowledge and
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information about the processes required to transition, individuals undergo a 
period of exploration before making the decision to change. This is 
supported by knowing there are others out there living successful lives, but 
confounded by fears of rejection and safety.
Making the decision to change can be seen as being motivated by a desire to 
be authentic (Gagne et al, 1997). Comparison between oneself and others of 
the same and opposite birth sex as well as comparison between oneself and 
other trans individuals can help trans men to discover who they have most in 
common with, thereby taking on a trans identity (Devor 2008). Conversely, 
fear of mistreatment, safety and stigmatisation can impact further on 
feelings of guilt and shame that may have developed in the individual early 
in life, making it difficult to come out (Ellis & Eriksen, 2002).
Transitioning
Once individuals have made the decision to change, the process of 
transitioning begins. In this model, transitioning involved two main 
processes; being strong and resilient, and accessing support.
Strength and resilience is needed in order to be able to negotiate power 
differentials, others’ negative reactions to transitioning, power differentials 
with professionals who are seen as gatekeepers, fears about safety and 
rejection, as well as difficulties with passing.
Accessing support is seen as integral in achieving a successful transition. 
This can take many forms, such as accessing spiritual or religious support, 
accessing support from other trans men through groups, friendships or 
internet forums, accessing specific support from family or counsellors. This 
is supported by others’ positive reactions to transition, seeing positive 
outcomes in others and oneself and having systems in place that support 
transition, for example legally or at work.
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Gagne et al (1997) support the idea of transitioning requiring strength and 
resilience. They describe trans individuals as having to accept a stigmatising 
diagnosis in order to become who they really are, therefore having to 
overcome such barriers and developing ways of coping with hostility and 
negotiating public spaces. They also describe individuals’ fears about how 
they will be treated by others and how others will cope with their identity. 
Additionally, growth and resilience are seen as positive aspects of 
transitioning (Riggle et nr/, 2011).
Accessing support is not specifically mentioned in previous studies, 
although meeting other trans individuals is seen as an important aspect of 
several theories of trans identity development as this enables individuals to 
begin the process of realising who they are and being in some way involved 
with the process of transitioning (Lev, 2004; Devor, 2008; Pollock & Eyre, 
2012). However, Riggle et al (2011) describe increased activism and 
connection with Gay, Lesbian, Bi, Trans and Queer communities as being a 
positive outcome of transitioning.
An integrated theory of transitioning
Considering the similarities and differences between the current model and 
other theories previously presented may be useful in terms of developing a 
theory that is more coherent and comprehensive, offering deeper insights 
into trans men’s experiences of transitioning.
The concept of integration has been discussed in several theories (Lev, 
2004; Devor, 2008; Pollock & Eyre, 2012). Pollock and Eyre (2012) 
describe a social adjustment during which individuals undergo a coming out 
process and social transition, as well as a physical transition and integration 
process. In the current study, participants did describe a similar process, by 
which they transitioned psychologically first (making the decision to change 
and taking on a trans identity), then socially in the early stages of
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transitioning, after which they embarked on a physical transition through the 
use of hormones and surgeries. This was not necessarily a linear process, as 
for some individuals there was a period of rejecting the trans identity before 
finally accepting it more fully.
Following and during physical transition, participants described an on­
going transition or development in terms of becoming who they are, as well 
as integrating aspects of femininity with masculinity in order to achieve an 
authentic self. This is supported by Devor (2008) who describes not only an 
integration with society but also of the former gender with the current 
gender, bringing together the masculine with the feminine. This is further 
supported by Lev (2004) who describes an integration based on acceptance 
and post-transition issues.
The element of fear described in terms of making the decision to change, 
that is the fear of being mistreated, fear for safety and fear of stigmatisation 
(Ellis & Eriksen, 2002) was described as part of the transitioning process in 
the current model, however, participants also expressed this before making 
the decision to change. As such, it may be helpful to present a model that 
takes into account and acknowledges to a greater extent the complexities of 
making the decision to change (see figure 2 below). This takes into account 
the search for authenticity, the lack of information and knowledge, as well 
as the fear and worry experienced by individuals, all of which can influence 
making the decision to change, and how long this decision making process 
may take for some people.
Additionally, this model also incorporates the psychological, social and 
physical transitions individuals undergo, as well as the eventual integration 
between their authentic self which includes marrying aspects of femininity 
and masculinity, and society as a whole. This integration can also be seen as 
further developing authenticity and including other positive aspects of
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transitioning such as having a unique perspective of both sexes and living 
beyond the sex binary (Riggle et a/, 2011).
As this study does not investigate genetic and biological links to 
individuals’ experiences of gender, these have not been included in the 
integrated model. As such, the model remains focussed on the individual 
processes trans men go through in order to achieve authenticity.
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Figure 2: Transitioning Towards Authenticity: An Integrated Model
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Implications
This study suggests that, in order to support trans men in achieving 
authenticity, thereby experiencing an enhanced quality of life and improved 
psychological wellbeing, trans men need to be supported in acquiring 
knowledge and information to make the decision to change and undergo 
transition. It also suggests that these complex processes are experienced in 
unique ways by individuals. As such, there are several implications for 
professionals working with trans men, as well as for treatment delivery and 
policy development.
In terms of the professionals working alongside trans men, there appears to 
be a lack of knowledge and information of trans issues and treatment 
options. This perceived barrier to treatment can cause additional and 
unnecessary discomfort to trans men who may be already experiencing 
difficulties in terms of lack of understanding from family and society as a 
whole. As such, treatment needs to be flexible in order to consider 
individuals’ unique needs. This was frequently raised by participants who 
described very prescribed treatment regimes that didn’t take into account 
specific needs of individuals. For example, participants with larger breasts 
experienced difficulties passing due to binding not being very effective in 
hiding their female physical form. This is supported by the Standards of 
Care outlined in the introduction that suggest that for trans men, chest 
surgery may be offered at the same time as starting hormone treatment 
(HBIGDA, 2001) and that the intentions of the Standards of Care are to 
provide flexible guidelines for treatment (Barker & Wylie, 2008). Hormones 
have been found to improve quality of life and to reduce mental health 
difficulties that frequently go along with lack of treatment (HBIGDA, 2001; 
Newfield e/ al, 2006). Similarly chest surgery has been found to increase 
self-esteem and body image as well as further enhance quality of life 
(Newfield et al, 2006). These issues may be seen as important implications 
for changing the treatment structure for trans men.
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Considering the RLE, most participants also expressed dissatisfaction with 
this process, as they felt it was not giving them a real life experience, rather 
an experience as a visible transgender person, which was considered as 
perpetuating fears about safety, passing and acceptance. As discussed in the 
introduction, the RLE has been under some scrutiny, as it has been 
questioned if and how helpfiil this process really is in assessing suitability 
and readiness for further treatment (Lev, 2009). Additionally, diagnosis 
could be more helpfiil if it was defined by distress rather than social non­
conformity (Wilson, 2003). This would help to reduce the stigma associated 
with the current diagnostic system whilst continuing to propose the need for 
treatment (Wilson, 2003).
From a public health perspective, more information and training for 
commissioners, GPs and therapists may be helpful so that trans men seeking 
treatment are able to access this quickly and efficiently through 
professionals’ knowledge of appropriate referral and treatment pathways. As 
psychological wellbeing and self-esteem has been found to be better in trans 
individuals who have come out, professionals working alongside trans men 
could support them with developing self-acceptance to enable a coming out 
process, as this may have further implications for long-term psychological 
wellbeing (Strain & Shuff, 2010).
Having practitioners who are well-informed about transgender identity 
development, laws regarding such individuals and appropriate use of 
terminology may be important in developing affirmative services that 
provide a holistic wellness approach for assessment and treatment (Riggle et 
al, 2011). Professionals working with trans individuals may therefore 
benefit from the support and guidance that are provided by NHS Trusts (e.g. 
West London Mental Health NHS Trust, 2012) for working with trans 
clients and staff. Additionally, Lev (2009) suggests that professionals 
working with trans individuals have the responsibility to facilitate as easy a
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transitioning process as possible, minimising the “gatekeeper” role through 
a collaborative relationship.
Some of the participants is this study suggested a need for more support and 
information for family members and partners. Although some specific 
supports exist to meet the needs of loved ones, it may be helpfiil for services 
to incorporate family and partners in treatment, for example by providing 
support, information and referral for systemic therapy (Lev, 2009).
Additionally, more information could be made available to the general 
public as a way of working towards reducing misconceptions and de- 
stigmatising trans people as well as learning to celebrate diversity. With the 
recent increase of trans people being represented in a positive light in the 
media through documentaries and characters in soap operas, further 
understanding could be created by raising awareness of trans issues in a 
similar way to sexuality, namely in schools and through public campaigns. 
Considering Social Identity Theory (Tajfel & Turner, 1979), individuals’ 
psychological wellbeing relates to the state of the group they define 
themselves as being a part of. As such, if individuals’ sense of self is 
compromised due to issues of rejection or stigma, this could lead to negative 
psychological consequences (Tajfel & Turner, 1979). Therefore, reducing 
stigma in the general public may have positive benefits for trans individuals, 
enabling them to find information, support and treatment more quickly, 
thereby reducing long-term distress and improving psychological wellbeing 
and quality of life.
Limitations
There are several limitations to this study, the first having been already 
briefly discussed in the reflexivity section. Participants may have perceived 
a power differential between themselves and the researcher, which may 
have infiuenced participation and the data collected. This may have been
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due to previous experiences of meeting with a clinical psychologist, which 
were not always described as being helpful. As such, they may have seen 
the researcher as someone in the gatekeeper role. Additionally, due to the 
method of data collection being through in-depth interviews, there may have 
been some respondent bias in general (Robson, 2002).
Those individuals willing to take part in this study may have generally been 
more open to taking part in research, and were perhaps living in a more 
open, less stealthy way. This may have made them more willing to discuss 
their experiences with a stranger. Additionally, almost all participants were 
attached to a support group and therefore their experiences may have been 
very different from individuals who do not feel so supported. Conversely, 
many participants had undergone some form of private treatment, and 
therefore may have had particularly bad experiences of treatment offered by 
the NHS, or may have had a different mind-set as they were able to access 
the funds required for private treatment. Additionally, all of the participants 
in this study were white and had a higher level education. As such, they may 
have generally been more resilient individuals, able to articulate their needs 
and stand up for their beliefs more readily than perhaps individuals of an 
already stigmatised ethnicity or culture.
On the other hand, individuals who have had to deal with stigma and 
hardship from a young age may have developed ways of coping and 
overcoming this (Shih, 2004). These coping strategies may not involve the 
supports discussed by current participants. Additionally, ways of seeking 
support can be very culturally specific; culture, ethnicity, gender and 
socioeconomic background have been found to be factors in whether or not 
an individual is likely to seek professional help (Vogel, Weser & Larson, 
2007). Therefore perhaps the current study did not reach a wide-enough 
audience in order to incorporate individuals of different cultural, ethnic and 
socioeconomic backgrounds.
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This theory was co-constructed through the interactions between the 
researcher and the participants, and as such another researcher may have 
developed another theory. The researcher’s own bias through pre-existing 
assumptions and preconceptions (Robson, 2002) may have interfered with 
the development of the theory. However, as this study is methodologically 
sound and the model developed fits well with previous findings, this may 
not be a limitation per se, as it is inevitable. However, being new to using a 
grounded theory approach, someone more experienced in this form of 
analysis may have conducted it in a superior way than the researcher. 
Additionally, as it can be difficult to decide when categories have reached 
saturation or at what point a theory is adequately developed (Robson, 2002), 
another researcher may have continued with further sampling and data 
collection. However, given that respondent validation as described in the 
results section did not highlight any further areas, it may be assumed that 
saturation was reached in this study.
Future research
Considering the current study, including the limitations described above, 
several areas for friture research have been identified. Several participants 
identified the need for information and support for their loved ones, 
especially family and partners. It may therefore be helpful to carry out 
research on family and partners’ experiences of transitioning, in order to 
develop insight into their understanding of the process and how they could 
be better supported during this time so that in turn they could better support 
trans men during their transitions.
The participants in this study were of varying ages, and some older 
participants spoke about issues related to aging. Future studies focussing on 
the specific needs of individuals as they approach different stages of life 
would be helpful in determining further service provision for trans men to 
meet changing needs. Additionally, such research could inform future 
practice in different health and social care settings and provide insight into
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the training needs of different professionals such as carers who deal with 
individuals’ physical needs.
Additionally, participants lived and received treatment in different parts of 
the UK. They described different policies and processes depending on the 
area they lived in and what was accessible to them. It may be useful to 
gather further information on the variable practices with regards to trans 
men in the UK, to inform best practice and guide intervention nation-wide.
Due to the nature of the sample used in this study, it would be helpful to 
locate trans men who perhaps are accessing less support in order to develop 
a better understanding of their ways of coping as well as barriers to help- 
seeking. Findings from such a study could inform ways of encouraging 
individuals to seek support by reducing any barriers identified.
CONCLUSION
This study outlined the current literature describing trans individuals’ 
experiences of transitioning and more specifically, the experiences of trans 
men. It then used a grounded theory approach to explore the transitioning 
experiences of trans men and the impact of this on psychological wellbeing 
and quality of life. The theory generated suggests that trans men move from 
a position of pretending to be someone they’re not, to achieving authenticity 
through transition by being reconciled with the body and by not having to 
pretend anymore.
In order to reach a position where they can make a decision to change, 
individuals require knowledge and information to discover that transition is 
possible, and once the decision to change is made, individuals embark on a
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journey of transitioning. This requires strength and resilience, as trans men 
have to navigate the system, overcoming power differentials, fears, others’ 
negative reactions and issues of passing. However, accessing support in 
different ways, having systems in place and others’ positive reactions 
support trans men through this journey, enabling them to achieve a sense of 
authenticity.
This theory has been compared with existing literature and integrated with 
previous theories so as to deepen our understanding of these experiences. 
The limitations of the study have been discussed, and future research has 
been considered. The study has raised implications for the treatment of trans 
men, as well as for further training of professionals and increased 
information for the general public.
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Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
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potential implications fo r policy and service development.
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Appendix 2: Advertisement for the study fC M A  ^  j^ J
R esearch s tu d y  exploring th e  transition ing  experiences o f self­
desig n a ted  m en w ho  w e re  assigned "w om an" a t  b irth
I am a trainee clinical psychologist at the University of Surrey 
conducting a study about the transitioning experiences of self­
designated men who were assigned "woman" at birth, and I will be 
interested in meeting with people who would be willing to talk about 
their experiences with me. Participation involves taking part in a GO- 
GO minute interview asking questions about your transitioning 
experiences and completing a brief demographic questionnaire.
To find out more details about this study before choosing to 
participate, please contact me on C .Atnas@ surrev.ac.uk . I will 
then send you an information sheet, which will give more details of 
the study, but will not commit you to taking part.
A  favourable ethical opinion of the study has been granted by the 
Faculty of Arts and Human Sciences Ethics Committee at the 
University of Surrey.
This study is being supervised by Dr Martin Milton, Senior Lecturer in 
Psychotherapeutic and Counselling Psychology
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Appendix 3: Participant invitation Letter
UNIVERSITY OF
SURREY
Dear
Thank you for showing an interest in my research study. I am looking to 
speak to people who can tell me about their experiences of transitioning to 
“man". As such, I would like to ask you some questions about your 
experiences. This would take about 60-90 minutes and we could arrange a 
time and place that is convenient to you.
I enclose an information sheet, which explains more about the study, a 
consent form for you to sign if you are happy to take part, and also a copy 
of a brief demographic questionnaire.
If you would like to take part in the study I would be grateful if you could 
please contact me on the email address provided below so that we can 
arrange a time and place to meet.
With many thanks for your time.
Yours sincerely.
Catherine Atnas Dr. Martin Milton
Trainee Clinical Psychologist Senior Lecturer in Psychotherapeutic and
Counselling Psychology
If you wish to take part in this study, please contact Catherine Atnas on this 
email:
C.Atnas@jsnrrev.ac.nk
196
UNIVERSITY O F
SURREY
Appendix 4; Participant Information Sheet
Thank you for showing interest in this study. Below is some information 
which explains more about the study. I hope that this will help you to decide 
whether or not you wish to take part. If you decide that you would like to 
participate in this study, or would like to further discuss any of the 
information on this sheet, please do not hesitate to contact me at the email 
address listed below.
How do I decide whether or not to participate in the study?
Before you decide, it is important for you to understand what participation in 
this study will involve. Please take time to read the following information 
carefully, and discuss it with friends or family if you wish.
Why have I been chosen?
I am approaching all individuals who have shown some interest in taking 
part in my study. You may have heard about it through friends or through a 
support group you attend.
Do I have to take part?
You do not have to take part. If you do not take part, it will have no impact 
on any treatment that you are currently being offered or are hoping to 
access. This research study is separate to any NHS or private treatment 
you may be accessing.
What will happen to me if I take part?
You will be asked to read and sign a consent form, and to complete a brief 
questionnaire stating information such as your age, ethnic origin, and the 
number of years you have been living as a man. You will also be asked to 
take part in an interview which will last approximately 60-90 minutes. The 
interview will ask some questions about the experiences you have had 
during your transition to living as a man. The interview will be recorded on a 
digital tape recorder so that it can later be transcribed. Once the interview 
has been saved anonymously on a computer, it will be erased from the 
tape recorder. Additionally, all recordings will be erased following 
transcription. Excerpts from transcripts will be used in the write-up of the 
study, and full transcripts will be included in the appendices of the write-up. 
However, transcripts will not contain any personal identifiable information 
and will remain anonymous. Transcripts will only be made available to 
examiners and will not be published. Consent forms, questionnaires and 
transcripts will be retained for up to 10 years in accordance with publication 
guidelines of the peer-reviewed journal the write-up is submitted to. 
Following this time. All information will be shredded.
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What are the possible disadvantages and risks of taking part?
There are no known risks in taking part in this study. It is possible that you 
might find participation leads you to reflect on your experiences and your 
own past and / or present difficulties. As such, it is possible that taking part 
in the interview may cause you some distress. Because of this, I will 
contact you by telephone before making an arrangement to interview you, 
so that we can discuss these potentially difficult feelings in more detail. My 
priority is to ensure the well-being of all participants, and so I may suggest 
after our telephone conversation, that taking part in the study may not be 
right for you at the moment. For example, if you are currently depressed, 
anxious or experiencing psychotic phenomena, then the additional distress 
that could be caused by reflecting on difficult past or current experiences 
may add undue pressure to your current circumstances. In this case, I may 
suggest that taking part in my study may make you more vulnerable and 
may therefore not be appropriate at this time. If you do experience difficult 
feelings during or after the interview, a list of suitable supports is attached 
for your information. Additionally, I will contact you by telephone a couple of 
days following the interview in order to discuss this and any reflections you 
may have had on the process of being a participant.
What are the possible benefits of taking part?
We anticipate that the information you provide us with will enable us to 
further improve the supports available to individuals wishing to begin or 
continue with their transition to becoming male. The benefits of the study 
may therefore not benefit you directly, but by participating, you may be 
helpful in shaping future supports for people’s well-being and quality of life 
during their transition.
What if something goes wrong?
It is highly unlikely that the methods being used in the study will have any 
harmful effects. Regardless of this, if you wish to complain about any 
aspect of the way you have been approached or treated during the course 
of this study, please contact the research lead for this study Dr Martin 
Milton at the University of Surrey as follows: M.Milton@surrev.ac.uk
Will mv taking part in the studv be kept confidential?
All information collected about you during the course of the study will be 
made anonymous. This means that names or any characteristics that may 
make you identifiable will be changed or omitted. Excerpts of the interview 
will be used in the write-up of this study and will be used for learning from 
your experiences. This means that information will not be confidential. 
However, the anonymity will protect you from being identified.
The consent forms will be separated from your interview transcript and the 
brief demographic questionnaire. The consent forms, interview transcripts 
and questionnaires will then be held in separate locked filing cabinets, so 
that the questionnaires will themselves remain completely anonymous.
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What will happen to the results of the research studv?
The results of the study will be written up in a report as part of the 
Doctorate in Clinical Psychology. It is also anticipated that the results will 
be submitted for publication in peer-reviewed journals. You will not be 
identified in any report or publication. Although transcripts will be placed in 
the appendices of the report which will be written as part of the Doctorate in 
Clinical psychology, these will only be made available to examiners and will 
not be included in any write-up that is submitted for publication. However, 
excerpts of transcripts will be used in both write-ups in order to highlight 
specific points. These will of course be anonymous. If you wish, then you 
will be sent a brief summary of the findings at the end of the study.
Consent forms, questionnaires and transcripts will be retained for up to 10 
years in accordance with publication guidelines of the peer-reviewed 
journal the write-up is submitted to. Following this time. All information will 
be shredded.
Who has reviewed the studv?
A favourable ethical opinion of the study has been granted by the Faculty of 
Arts and Human Sciences Ethics Committee at the University of Surrey.
This copy of the Information Sheet is yours to keep.
With many thanks for your time.
Yours sincerely.
Catherine Atnas Dr. Martin Milton
Trainee Clinical Psychologist Senior Lecturer in Psychotherapeutic and
Counselling Psychology
If you wish to take part in this study, please contact Catherine Atnas 
on this email:
C.Atnas@surrev.ac.uk
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Appendix 5: Participant Consent Form
P a r t i c ip a n t  C o n s e n t  F o rm
Ethics C om m ittee
• I the undersigned voluntarily ag re e  to take  part in th e  study on the  experiences 
of se lf-designated  m en who w ere assig n ed  “w om an” a t birth; potential 
implications for policy and service developm ent.
• I have read and  understood  the  Information S h e e t provided. I have been  
given a  full explanation by the  investigators of the nature, purpose, location 
and  likely duration of the study, and  of w hat I will be expected  to do. I have 
been  advised  abou t any  discom fort and possib le ill-effects on my health and 
well-being which m ay result. I have been  given the  opportunity to ask  
questions on all a sp e c ts  of the  study and  have understood the  advice and 
information given a s  a  result.
• I understand  that all personal d a ta  relating to vo lunteers is held and  p ro cessed  
in the  stric test confidence, and  in acco rd an ce  with the  Data Protection Act 
(1998). I ag re e  th a t I will not se e k  to restrict the  u se  of the  results of the  study 
on th e  understanding tha t my anonym ity is p reserved.
• I understand  tha t I am  free to withdraw from th e  study a t any  tim e without 
needing to justify my decision and  without prejudice.
• I acknow ledge tha t in consideration  for com pleting the  study I shall receive a  
voucher of the  sum  of £10
• I confirm that I have read  and  understood  the  above and  freely co n sen t to 
participating in this study. I have been  given ad e q u a te  tim e to consider my 
participation and  ag re e  to comply with the  instructions and  restrictions of the  
study.
N am e of volunteer (BLOCK CAPITALS)......................................................... .............................
S igned .............................
Date ......
N am e of researcher/person  taking co n sen t (BLOCK CAPITALS)
Signed
Date
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Appendix 6: Brief Demographic Questionnaire
2. A g e ______
2 First la n g u a g e __________________
8. If not English, do you consider yourself to be  fluent in English?
□ Y es □ No
9. Do you have any history of learning difficulties?
□ Y es □ No
10. P lea se  indicate the  ethnic group to which you feel you belong:
W hite Black or British Black Asian &Asian British
□ British □ C aribbean □ Indian
□ Irish □ African □ Pakistani
□ Any o ther W hite □ Any o ther Black □ B angladeshi
Background Background oAny o ther Asian background
Mixed O ther Ethnic G roups
□ W hite & Black C aribbean □ C hinese
□ W hite & Black African □ Any o ther ethnic group
□ W hite & Asian P lea se  specify__________________
□ Any o ther mixed background
11. P lea se  indicate your spiritual / religious beliefs:
□ Christian □ Muslim □ Hindu □ Buddhist □ Judaism  □ Sikh
□ Bahai □ R astafarian  □ H um anist □ Atheist □ O ther
P lea se  Specify________
12. P lea se  indicate which sexual orientation you m ost identify with:
□ G ay □ Straight □ Bisexual □ O ther
8. P lea se  indicate how long you have been  socially living full-time a s  a  m an :
□ 0 -  1 year □ 1 -  2 years □ 2 -  5 years
□ 5 -  10 y ears  □ 10+ years
9. P lea se  indicate which, if any  , of the  following trea tm en ts you have 
undertaken/ a re  currently 
receiving:
□ H orm ones oM astectom y / C hest Surgery □ H ysterectom y □ Genital Surgery
10. Are you currently in a  relationship: o Y es o No
11. Would you consider yourself to have any  disability? □ Y es □ No
If yes, p lease  specify :___________________________
12. P lea se  indicate your current em ploym ent sta tus: □ Full-time em ploym ent 
□ Part-tim e em ploym ent □ full-time s tuden t □ U nem ployed
Thank you for taking the time to complete this questionnaire.
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Appendix 7: Interview schedules
Interview Schedule (interviews 1, 2, 3, 4, 5)
1) Please could you describe to me your experience of 
transitioning to “man”.
2) What did you find helpful during this time?
3) Was there anything that was less helpful? Tell me more.
4) How would you describe your quality of life during this 
process?
5) Was there anything that had a positive /  negative impact on 
your quality of life during this time? Tell me more.
6) In terms of your psychological wellbeing during this time, how 
did you experience this?
7) Was there anything that had a positive or negative impact on 
your psychological wellbeing during this time? Tell me more.
There may be additional prompts during the interview, however, this 
is hard to tell at this point.
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2"^ Interview Schedule (interviews 6, 7, 8, 9, 10)
1) Please could you describe to me your experience of 
transitioning to “man”.
2) What did you find helpful during this time?
3) Was there anything that was less helpful? Tell me more.
4) How would you describe your quality of life during this 
process?
5) Was there anything that had a positive / negative impact on 
your quality of life during this time? Tell me more.
6) In terms of your psychological wellbeing during this time, how 
did you experience this?
7) Was there anything that had a positive or negative impact on 
your psychological wellbeing during this time? Tell me more.
8) Tell me what male-ness means to you
There may be additional prompts during the interview, however, this 
is hard to tell at this point.
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3^  ^ Interview Schedule (interview 11)
Please could you describe to me your experience of 
transitioning to “man”.
What did you find helpful during this time?
Was there anything that was less helpful? Tell me more.
How did you experience the early part of transitioning? When 
you were first trying to pass?
How would you describe your quality of life during this 
process?
Was there anything that had a positive / negative impact on 
your quality of life during this time? Tell me more.
In terms of your psychological wellbeing during this time, how 
did you experience this?
Was there anything that had a positive or negative impact on 
your psychological wellbeing during this time? Tell me more.
Tell me what male-ness means to you
There may be additional prompts during the interview, however, this 
is hard to tell at this point.
204
LOo
CM
u
OJ
c
oTJÿZ
C
8
c
g
u
3
T3O
Cg
a
Q .
3
0 )
E
o
(U•3
3
[3
3
8
c
CD
E
2 DJO C
c o
5 !ti
CDo
_g
a.
3
3"
3
CDa.
E
3
C
"c
o
(U
3CLO
c
(U
'C
0 )
Q .
3
■3
3
8 .
3
g
(U
3
Q .
s :
t3J0
ÜJO
c
■ §)
c
Ô
Q .
CUDc
o
3
Iii
CD V) 
ÇU J =00
3o> •B _
CD +-*
% I
c
3 "cD
$ 3
— UCD
3
E 30>-
3
U
m c
T—i 0
CD 3
0>'
f 3
00
3
0
C
0
-Ü
00
cncn IEc
0 CD ■3
00 3 ra
0 •4-
•3 0 £CD
3 "3 3
- i i
. t j
3 J= 3
00 03 3 s: >»
s
3
X 2
2 • c
<
00
c
CD
3
CD
Q .
Co
t
CD
t
(U
X )
3
Q .
CU
Co
£
oJZ
00c
CU
■3
a
M  I
I Î
00 .L
•5 ^  
00 00 c
3  O
3  I
t
CD
3
3
U
3
L  
•  •  "2
§ % II
3 E 
2 --P 
^  00 c o
PtUO 4-» CÜ
g ia s.
3co
E
o
iS
B
00c
tro
*+-
O
ro
"u
0
01 
C
O 01
ai
on roro
% CUD
cin ro c
c u >
r
c
o
CUD
O O-
ro
E
ê
5
c
E
O
.c .2 >>ro
J
o CL CL <
CUD 0) >•on > T3
3 CUD +-• o - OO U >> Xis-
>~
‘Eo
•2
E
o
u
t
0)
Xi
3 2
5 C ro Q. 5
CUD
C
o
E CUO
c
‘o
8
ro
3
01
JZ
t
01
Xi
>
ro
.c
0)
C
.2
ro
Q.
o
c
p 3CL g V»
(U
g
CUD
C
+j r -
3
>-
i
Q.
(U
3
CUO
"O
c
CUD
_c
le
c
Oa.
ro
JZ
CUO
c
(U
CUD
CUD
C
"co
o
e
m
Q .
CUD
C
a
3
CUD
C
I
5
I
S
2 —
s s  
f-  a
l i
O~a
3
■nrc
3
O
0)J3
£
a
E
O)
CUD
C
3
(U ro
E ro
E $
ro ro
XI CUD
ro cc
o Eo
to uro ro
c .a
O co ro.c
ro "3
O C
to ro
ro ro
ro "3
E cro SLM- CUD
c Cro
X : ro
uro c
f E
ro - 3
ro
£ O
CUD Esz ro
ro
X i ro
CUD
C
■>ro.c
3
"O
C
£
ÏË-o
0
(U
£
1
■ao
.a
3g.
c ■JzJ roo .c
O c
S I ro
E 72
ro >• x :
01
■3
O "c
,r XD to01
ro >» nE ■3
3
ro ro>- .c
CL •3
o O >*
ro S3 •3
CL n
>•c
ro b ro
s z
5
C
?
ro
ro
E >-■3
01 O
>■ XD
"W "3 nn
.c OXI
c
2
01 CUO
c
c o 01
ro
ro ro
B
,e u
ro
ro
c _c S
I
CUO
CD
.C
ro
Q.
-al
g- â  ^
I
_Q)
(D
E
CUD
C
‘a
"o
(U
p i
O •=t
-  o:
c
:£ s S
c
.2  c
V) (U 
%
H
E ^
% J
z  <
ro o
I I
1 1  
3 SO CUD
O S 
S o3
tofO "O
-a
ai
E
.£ ro to
-  '§ 2VI ^
CUO
I ^
i  i
c  CUO 
ro p
H Q-
.EQJ
X i
0)
CUD
t
Qi
XD
3
Q.
3
O
>-
tro
"O
cro
E
3
CUD
C
O
01JZ
o
cJUC
3
(U
E
8
ai
X3
■3
c
ro
_ro
Q.
CUD
C
O
ro ro j-" 1xz c
c %o c
u ■3 ron yc ro ro
X ro uo ro xz _ro
X3 Ci.
E
oc
>-
■3
.t;xz
01 Xi 2
ro B o $
01xz 1
to Xi >• ro.c
01 >-
T3
■3O i roxz "rô
3 S3 o
Xi ro c
01 M r bO &Q. C c ro t cOro 2 to 2 >ro 3 ro.c
CL "a xz t/i u
CUD
C j"c ro
'ro
XD roo
‘o
•3
ro ■s'
ro .•2Xi
O
S3
c >-ro •3O CuO ro
Xi "C
ro ro 01
CUD CUDÆ CUDc _ro c 01 c
■> ■> > >ro ro ro ro
X E X xz X
CD
O
CM
t
CUO
c
>«
ro .52
ro
>-
"3 roJZ 2
"3
O 3
XO o
CU >*
c
ro
CUO
c ro 2 .ro ro
$ u 2 roro
t _ro to
CU Q.'5b xo o roro o 3 ro X:xo ■M Q. o_ ■M
I
+= -a
Qii2
3
Ol
OJ
</)
I
t
o
a
3
ro
x :
5
2
CUO
c
o
o
3
o
>-
■a
(U
c
%
■a
3
(U
ro
£
_a
Q.
o
O)
Q.
>■ro
(U
JZ
3
I
3
2 .
O)JC
> •
JZ
Q.
3
2 .
ÛÛ
c
Q.ro
JZ
Q)a.
— 4-> +i m
_o
gIq
c
0
T3
(U
(U
■a
1
2 
S
o
Qi
-X -z; o
o
a
Q.
3
O
cJJ
3
>•
"3
O
(U
E
o
s
ro
JZ
o
CUO
c
0>
JZ
u
(U
JZ
R  00 
T—I
in
5
o
c
3
QJ
3
2
(U
JZ
Qi
E
3
U
E
"O
OJ
>
T3
Cro
o
‘o
t
0
c
O)
O)
1
JZ
a.
3
CUO
_c
2
CuO
r
I
3
O
.3ro
c
$
o
c
ro
;g
‘o
T3
in
00
c
;g
3
i
s -
CU
r
]3
O
C
]0
3
O
T3
Cro
"O
o
o
o
■a
c
3
ro
"3
&
■3
O)
O
CJJ
JZ
c
CU
3
3*
CU
3 .
CU
c
o
■3
ro
jC
[3
3
8
CuO
c
ro
c
CU
CU
J ]
I
JZ
c
[3
3
I
CU
3
3
CUO
c
o
c
>-
o
t
o
■3
cro
CU
E
o
u
CU
JZ
CU
JZ
5
o
Q.
%
3
3
3
2
CU
xo
_QJXOro
3 .*2 >- "to
2
O
>» 3
CuOo
ro O o >-
xz X2 "3
o 2
c
o
O
XO
CU
CUO
c
ro
"ro
xco
T5
CU
to
ro
Eo
Ic ro JZ to
ro3tuu
_ro
CO.
o
ro
CL
roc
2
ro
o
.c
■3
&
ro
3
O
>-
ro
ro
2
xz >■ ro
■M >- xo 2 2 cro
F Î
■3
CU
_g ro 2
o c ro a.
u ro ti­ ro o 3ro 2 X: ro CU nCO h- ■3 Q. >*
.c 2 rou >
3 ro
E 2ro
xz
+; CO.o
c
>
j"
c
Q. ro E [3
3 2 3
5
ro M
■3
o iL.
CUDyr
roc ë s-ro
xz s
.c
5 o
ro
E
XO
ro “c[3 ro
4-' 1
3
O
3
ro
CU o u u
xz c ro
h- XU XO
o3 j-
— XO CU 
8  ^
^ l lMlCU CU
C "3 CUO
•s §i)i
2 a %
^ 1  
OJ (U
iim -Q
CUD : : z  Q J
l i!
&  g. i
ro
I ° =8 i5  ÿro ^ CUro
■3ro
X
1 1 1  2  x: -3
ro 
E
I “ I
£ l l
+-» OJ
f t
3
I
CU 
x:
CUO 
c
E 
8
_  CU
u  a . CO
10
Iro 
X: 4=
ll
%
X: CuO > c J«i
I s  I
ro
■3
cro
CUO
ÎÎro c 
O
•E I  ro ro
CO .o
>- 2"3
O
XO
CU
ro
f
5
Eo c
to 'o
to CO.ro j" ro
"3 c xzro rot_
ro ro o
2 3
O 3
CUO
c
>-
2
'ro
00
ro.c ro13
o
CM
ûo -a
I I
52îl
I I
^  ai 
cû -B
oSI
3
Co (30
il<uO) V)
3
(U %
a -E ^  Slili: 4-1 ^  M
T3QJCO
: cQJ QJ
£ S
—  ^ QJro -53 QJ ^
< Q) Q. Si
> •
T 3OSiQJ
Eo
roc
o
52QIQ.
E
3
roj=
GOC
>>
T3OSiQJ
Eo
QJJ3
OC
3OSiro
01c
•àQJQ.Q.ro
GOc
"c
o
3
01Si
_QJ
Siro
GOc
QI
roJZ
01Q.
QI
I
QJ
EouQJSi
QJ
E
GO
3OSi
îl>•JZQ.
QJ
■acro
OSi
ISi
cQJ
_QJ
Q.OQJQ.
>--ao.0
>-
E
GOC
'gocro
QJSi
~acQJ
£Q.
O
GOC
TJroQJ
TJcro
QISi
I
îro
ro
TJO
a
I
le
QI
ro
EQJ
O
QIO.
OQI
QJ
ro
E
ro
TJQJ
acQJ
ro3
uro
3
a
GOC
%.
roQ.
QJQ.
tQI
3Si
rocGO
E
5ËT3
f  tGO O 4= Si
1
cQJ
Eo
5
TJCro
cQJ
E
3o-Qro
JS£
t
s
*o
QJ
ro
QJJQ
3
a
>Cro
QJGO
a
T3QJ
T3CliJ
■ac
Ir
S i
3OSiro
QJQJ
£Q.
QJCO
Q.3
GO_C
M
OC
—  > ■
GO3OCQJ
TJC
E
QJ
E
SQI
S i
roccoGO
E_QJ
JZO
QJ
JZ
roJZ
a.oQJQ.
a
s
£
OCQJ
Cro
E
to3 TJ
GO
C
GOc
0Si îc■Jr! 'qiQJ QI QJ1-
E E 0"3 0 c
a
ro QJro TJ0Si
30.aro QJE
QJ
0
52
QJ
E
.i2
to
3
a
to QI 0 w QJC C3. QJQJ 2 QI 0 C ESi C TJ 8
.i2 0 0 E QJCLJZ TJ
C
“3
0
CL
E 0
ro
GO QJ >~ 4-<C QJrC
QJ>ro E" E ro Si.c CL H ro
_ JO
>. l/J■a ro o 
o <U TJ
E
52
QJ S
E ro
QJ
» s f
QI 
O -Q
QJ
II
GO
I Sf
i!ï
3 ^  B
m o. $
QJ
E0
QISi
0*■'
TJ _QJC roQJ EQJ <2V.Q. M-0
0 QJCL>■
GOC
0
EQJ
| i i
>, c  ^
I l  o3
.5 ro 
QJ
TJ _
m -B
n .
| | i
q 3 QJ 
_  %  ro
QJ
C QJ
E ^
. QJ
^  SOJ tt
tQJ
>> ro
QJSi
-o o 
£  E
^  roto J= >.
GO
1 1
. t f QJ
QI
E
C
0
0 CLM- 3
to GOQJ C
j ü ■>> ’ESb
Uro
_QJ 0
ro c
E
_> 3
0_ro Si
3 rou
tro
CL i
>■
E
QJ.Q
g 2
ro Cüo
£ #
OJ tJO
I ID. î_
a l "oJQ QJ01
QI
E
SQJSi
3 tz o o
GO CSiro OJ
Q J 4-1> ”  ro GO
§ ^ i |•- =  E c
i i i i
T3 
Q.
2 g•*-* 3 M -Ô3 .5 GO to 
OJ .E 3 _  
l ï  CD °  <
I  00 
o
U
o .§
4-» tO
% Q.
1 -CL
I-
l |
GO ^
.E 5QI ro 
to
q M
GO
QJ
B & S
E
i^.Ero ’ëb
E u
o il
10 QJ
IÎ
£
GO_C
QJCD
§tN
1-
CD c CUO3 o QJ z
O
CUO QJ
QJ
X2 "cc
c '5 QJ 'cûb
E
8
HT
C
CUO
CD
E CDJZ
QJ
S I
1
>- O
t
QJ
g
o
us
1
C
O
%
3
E 3
S I CD 2
jü
QJ
CD c .<2
o 3 f 3O O Q . h- CT
C -a
c
TD QJ
C
CD
.tf
QJ
C 5o
3
O CuO
c
CD
o
C c
O
.üî o
_0J
fD
.E
(U0)
I î
I I  
3  CD
QJ "O
1 :
> -  
C
CD
E
_QJ JQ
2 
Q .
>>
E
o 
c
QJ
Q .
QJ
JZ
"O
QJT3
CO
Q .dû.5 ôj 
E o
QJSi
QJ
S i
"O
c
CD
3O
S i
CD
> -
E
Q .
r-.
co
QJ
3C
3I
C
CD
QJO~o
r
O
E
3
3
C
M
CuO T3z 3 QJ X
l e t CUO
3>-
c "ojX S OX±L
y= Z CD
CD
JZ
QJ
X QJE
5
% MQJ QJ
E
■3
U
2
(U
C Q. "oj
CD
X
4 - CD
LO
>»■a
3
O
S i
î
.t:
X
CD
CD
CUO B
c 3 o
c 3O
O
X
c
X > - "cD z
z ”qT
QJ to T3
X 3
CD
z Q .
' '
±;
o z
ï
3
E
3
o
3
CT < o
■a
QJ
E
CD
S i
O
3
O
QJ
B
"O
CD
x :
5
QJ
C
■a
c
o
QJ
S i
2
3
O
QJI
JZ
O
c
3
O
> •
QJ
E
3
3
T3
O
a
3CT
i
"O
C
T3
QJa.
O
Q . 3O
QJ
Q .
QJ
Z
QJ
a .
a B
X CD _QJ
o X
3 CD
B E OXCD CUOZ
X QJ QJ
CUO X W X3o 2 TD
z X CUO Z
QJ Z CD
"c CUO
ra X o Z
E £
"i-* c o
CDo 3 QJ
c B H- X
QJ É
E :-E
T3 
QJ■a
c  o
w" =  
QJ QJ
CD
^  E
l l
| i
E a
QJjn
QJ
QJ
C
a
w c
s g 
II
CD 4_,
I
CD
S i
CD
S i
l  §
.t; u
^ 3 g ^
^  QJ
f  E
i ilîi
"  a  ^
Jf l
^  y =
o  ~~s,
4-1 + J  QJ3 C 
T3 O ^  
CD X :  QJ 
^  .-ü ^_ $ g
CD TJ TJ QJ w .ti
Z
CD S
QJ
T3
QJ QJ
U 23 a. C o aO
X
CD
CUO
C §5
O
X
Z
L_
X X
$
E Q 2 O X CUOou QJ QJ c
QJ X X B
CUO X QJ oTJ c
‘E
o ‘o
X
CD
Z
CD X CD
3
O
a
CUO 3
QJ CUO "oj CD "oj z O zz c LO LO X 3
CD C 'qj
X
>> 5» .t± O
H QJ E O E
QJ
co 5 5
§
(N
w >.
u JZro4-» 3E <4-
O Q.u QJ
1
GOE
U_ QJJZ
U LO
5 rou EQJ OJCL QJLO LO
o -o
to 01 
—  ro
croQ.
roa. 0»3TD
O
Cto
c
"üO
ro — oo0)Cû
r'--
s
0) 0) a 
> -C c ro -t-" ^
■c cto
« I l
s "
QJO
l i
HLO Q.O. 3
E m
O "S
I
c
o ^  E -a
a OJ 
£  Q-
^ 2 ro üo
3 -E •-o .5P ^
m s &
.E I f
% $ f
"  ^  I
n-.
Cto E-
| l ^
Eo
o
OJ L_ OJ
10 QJ - O
SrM
3
O
T3E
3
O
E
0
!i2u01 
T3
CtûE
T 3E
o
QJE
O
O
CtOE
O
E
QJ
5
"OEro
O
QJ
J Z
OJûro
■aro
oJZ
$
_QJ
Q.
OQJ
C L
QJ
QJ
E
o
_QJ
J3ro
T3E
T 3Ero
E
3
TJE
3
O
QJ
E
3
‘o
■DEJS£
_QJ
Q.
OQJQ.
EQJJZ
_QJEL
OQJQ.
QJQJ
ro•aE
j»!
I
ÎT
QJJZ
E
Bo-a
ro
%
I
QJT3
•—  . O
GOE
ro_QJ
QJ
ro
E
GOE
2
0_g
1EJ>£
3
"S
Q.
QJ
U
Uro
GO_E
QJJ3
GOE
O
T3E
ro
O = 
ro 
3
JZ = .-ü QJ
J3
ro
3g.
g
roTJE
15
E
E
3
Ero
■5
o
J Z
5
3J3
QJ
E
2
ro
I
O
3EQJTJ4-E
8
&
01
E
ro
I
ro
c
T3Ero
.3  3
p .-3
GO
IEjt:
3
8,
3
8.
QJTJ
QJ
S
QJ
3
0
QJJû
2
3
8
3g.
1
EJiC
3
8.
T3Ero
E T3roJZ
O 01E >
QJ roilro
j :GOE
E Eo
u
3
f
5
O _QJ>• CLE Oro QJ
■B CZ.
§ JZ
a o
g OJ 00OJ il EJZ ro
ro 3 QJ
GOE 8. EoJZ O
iO *0
TJE
EJüi
3 E OO QJ><
■P ^
QJQ.
jiim
:  s  );3 01 T=
°  Z  E
—  LO QJ
l l l l
QJ
E
S
oJZ
_QJ 
Q.
OQJQ.
QJ QJ QJ TJ
II
5 »  U  OJ U -E 3
QJ E-3 .E M O
O «- 4-1 OJ
QJ •£ 
S  o ro OJ
II_ O
QJ
IT3
t2ro
8.
T3 %3 ro QJ QJ
QJ 
ro
E ^
QJ
GO J]
Q.OJUuro
GO
QJ ro
II
i l
si
III
I
5
GO 01n
QJJZ
O
QJ
QJ GO
i #  s. s
GO
î l l
3  O
% S 
-a, 8S 5
0  QJ 
^  O
% S
1  8
3
O
> -
3
a
■ D
c
1 5
c
" 3
O )
O
• 3
C
l a /
" 3
CfO
s
c
(U
• 3
8
c
I
3
a
> -ro
£
o
O)
c
o
c
o
O )
3
£ro
3
O
> •
C
3
dû
3ro
ro 4±
■*-' S -ro CT
3
‘ o
" 3
Cla£
2
_ a
roÜO
c
" ô.a
c
(U
c
" 3
Cro
ro
f
5
o
(U
J =
3 " 3
• 3
O
o
£
ro
_ c
_Q. roro usz cro
£ 3ro 4 :f coo u
SZ
.E i
roro 3
8 .
3CT
!§■
O )
° S I
S
ro (U %  ^ § a
co
0 )
■ 3
Cro
(U
• 3
c
3
2
£ro
.a
0  
sz
1
3
ro
x :
a
Q .
3
C
O )
■ 3
O
£
- 3
Cro
su
t
o
■ 3C ro
!is s.
î!
(U o 
X  c
o
c
oCUO
ro
sz
3
OS2ro
3
CUO
Q .ro
(U
Q .
o
2
‘o
(U
c
o
* 0
■ 3
Cla^
£
0 )
sz
3
OS2ro
CUO
c
> -
cro
> •
(U (U (U
' -  =  o
_0J
Q .
O
(U
O .
ro
sz
Q .
3
CUO
C
%ro
£
f ro
c
£
3
K o
c
ro
3
3
CUO £
£ M- roc Xro 0 roX u
3 roCro 2 Xro
_Q. ro >-
ro X £X ro "rô
t 2 30 u
4L <4-£
ro
4-»0 ro 0u X c
c
3
O
SZro
JS
0
‘ o
■ 3
Clac
£
1
£
I
3g
Èo
croro
£
3
O
S3ro
O
* 3
Cro
3
Uro
S3
3
O
C
ro
c
co
CUO
0  
c
£
1
o
c
3
O
O  - a  
~o • =1 “
ro >-
1  " 
J 5  “
is
ro
£
0  
u
*o
• 3
C
1 ^
1
ÿ
o
T 3
C
ro
ro
j C
O
Q .
ro
3
CUO
3
I
X :ro
£
8
£
3
O
• 3
SZ
■ 3
=  " 3
O  3g = §•
■ è ^ l
r o  3  r o
I H
| l ^
l l l l
o
c
2
£
> ~
£
2
3
£ro
Q .ro
ro
c
o
3
3
2
3ro
3
" uro
3
o
c
3
‘o
3
C
l a c
2
Uro
0
4-> r o
ro
£ M
3
r o
X
u
0 . - t ;
2 00
0 ro
X0 ro c
CUO 0 0
3
£ CUO
u
r o
X
3 2 c
a
£
c U )0 3
ô 0c X C L <4- ( / )
3 m
ro £ro X roc
sz
0
£
■ H
X
£
f O
2
CUO < X 1
ro
S3
o E
3  
CUO 2  
€  8 -  
S. 8
£ c
C L  3
tH
r H
fM
OJ Dû W 
C  +J
Q. to QJ -a  
DO DO Ca 5  .5 o
3 5
to O
S "  §. T3C 1!
=  ^  -s
O O
Db >  "S 
c  C DO O
H  : >  P  c
I
c
3
E
3
■a
(U
.a
DO
c
o
DO
Q.
3
T3
O)
■3
C
0)
_0J
Q .
O
OJ
CL
c
(U
DO
(U
. c
Q.
E
3
Cro
3
(U
co
Si
o
DO
c
a
DO
_c
Ic
3
cro
o
uro
O)Z2
o
3
cro
(U
3
c
3
‘o
3
_C
o
ro
j=
c
I  1
(U
3
a
3ro
E
_a
Q.o
OJa.
to
Q.
Q.
3
<U
3
SI
ro
E
3
3
DO
C
O)
J=
Siro
Si
O
01
I
(U
CL13
3
•=. O
&
>
3
O)
J=
c
E
ÎË
3
5
O
J=
3
O
3
X Iro
c
(U
ro
_ r o
S3
_ r o
>ro
Ero
o
3
(U
s:
s
CL
3
COl
O  . 5 =
Q.ro
DO
O)
I
è
r
Io
Q.CL
3
O
3
Co
3
3
S3
3
t
O
Q.
Q.
3
(U
Q.
a
s:
3
g .
I
c
3
O)
a
X )
3
I
CU
co
(U
Eo
Q.
CU
CU
s:
r oJZ
I
Îo
3
3
i
u
3
E
3
CU
3
'3
DO
2
o
DO
Co
3
3
3
C
CU
3
3a.
ro
c
co
DO
-  .0
3Q.
3ro
E
c
0
ro
E
1
0to <+-
3 ro c50ro .SP 0
E S3
CU ro
3 JZ
c u
3 ro ro
0 3 3+-> 0
to E ><ro
£
t+H
"Ero ■I1 0 1ro.2 0 D O u
OL C c
ro
"5ro
Ol
3
CU
r o
ro
E
E
i
JZ S3 3
3
0
is>" (U
3  .=
1 &
I  5
3  1-
^  (u
3
X)
If
2 -g
È 2
ro %
JZ JZ
! iID ^
+ - JZ
c to
3 3o .
3
“ c
É 00 30 u•+ — 3
CU 0
X2 0 > >
CU
Q. t :
E c 3
r o s : 2-2 £Q.
r o CU 0 "2
c SZ >> ro0ro
E I
C
CU
sz t°
0 c . t :
I
I
DO
O .=
DO P.5 to
0) CU 
QJ u
ro to3
0 E
0
0 c Q .
CUro sz
B D O
3 &
r o c 3
X ) r o C L
2 0c 0
%r o 4 -> D O
D O r o C
. 5 u '>ro 0 2
C O JZ a . X
CN
rH
rM
C l a 3.c u Oc
C l
>•
T J
C 8ro ü
3 r o
f M O
S3 c
r o ro
C l 5
C l > o
r o
Q .
C l T J
r o C
c ro
j = ro
CUO >
3 r oO J Z
J Z
roro
CUO roo4-» LOro
f u roo
CUO L _ . c
c Q .
8 C I _
%
SZ
<
a
yÜO
-a
cfü
c
8
O )
m
u
O
T 3
( USZ
T 3
C
3
O
> •
5 »ro
C l
sz
o
C l
> ■
C l
%
o.
£o
> -ro
E
Q.ID
3
C l
S2
C l
SU
3
O-a
I
c
o -
Q . JZ
C l
C l
co
■D
8
C l
co
u
o■a
CUO
3
O
3
3
Q .
C
O■a
3
8 .
o
T J  
SZ
s -  ë
p =  .2
Cl
3
CUO
u
C l
sz
T 3
Cro
CUO
c
C l
Eo
o
T J
O
3
CUO
C
le
T J
C
i
C l
sz
o
C lo
T 3 C
sz
3 p r
" O
co
3
Q .
Q .ro
sz
C l
Q .
C
C I
C l
3g.
-S ;
ï  î
s ê
. • y J Z
. ■ y y5o T 3
T 3
C I
Cro
JJ
Q .
13
T 3 C I C lC > >ro
O
T J . 3
to
Q.
2 _Q. Oc C L3
C I LOro J Z
J Z
I
3 C
ro
8. r oj :
E Q . ro13 > ro
"ci C l
> ro T 3roro
5
o
Q .
3
S
J Z
C l
T J Q . ro >3 J 3 roro
LO
LO
ro >> J Z
è CUO r o r oc J Z
> ■ > c
E r o 4-
J Z C l T J
%ro O
T J C
C I
_ro O < h
T Jro
I
_ro
3
. y
t :ro
Q .
CUO
c
C l
T Jro
E
—  p o
T 3 r o
C
r o '3
c CuO
O o 3
CUO
3 2
O
> - c
£
8
roro zs
u ro
y
C l %
E 0
E
r o
s r o
t z !
O
0S. 4->
. t ; U
0
T J
> -ro
OT3
C l
Co
T 3
C l
C l  T J  
T J  C
Q
Q- .SP
i l
C l
SZ
p o .E
C l  C l  
^  %  
J=  Q .
CUO cI i
3  . S 2
° H
co
T 3
q T
—UO (U
.t= ro
s  s
C l  C l
3, o
C l
Eo
o
T JO
î "
H  °  -Q
CUO
01
ro
j =
C I + ->3
0
.tz
r o
5 0
’ r o
10 ' c i
Q . 5
13 T J
C
"ro ro
J Z 0
T J
03 4 ->
" o . ro
?
ro
X
J Z
5
S
g z
II
3  ro
% s
—  03
CuO c oI ^ro JS
X E
« t r C0 0
_Y: '+ ->
u 2_ r o 8 0
0 J Zro + -> _ r ou
0 0 "Ô
T J u
C l " o CUO3 c
T J & 0 ' ü
T J c
" c i r o
8 5 ro
3 0 Q.
0 C X
> • L U
5 .5 g. &
Q .
Q .
i
C l
ro ^
ï  g§
a
f M
iL O-
1 3oQ.
E3 OJO _cZ303
C %03 55CUO
OQ. E
aCUO
•2 -a
<u c 
1  ^
o CUO CUO■»->
033 CUO
n-.
03U
c
03
E
c
2
5
•3 _c E M-
!üî (U o
lE
4->
03
E
JZa 03BCUO ro 03
1/) % 03 6 JZ
s
rsi
-o
0303
in 03
03
E
T3C3
■JO
3O
■a
>-
CLID
IO
D .
Q .3
C3
03JZ
CUDc
03
3
■5
&
3
-oc03
I
S
3
03
E
Q.ID
%
T3C03
UQ.
03JZ
c
IT3
E
a
t03
33 O
"3
JZ O
2o_ to
ID
.1
03.C
t 3
O i2Q. 3Q.
3 CUOY O
c le
o
c
03 03
•g ü
CUO 3U 2
> t
3JZ
3 4]
O>»
3 o toc/l E 33 O03 c >-
U 0303.3 3
■3 O
2 J2 03 o
2 E
3OJZ03
-o
o
-Oc
>3
_Q-
03
CUOc
'Ô3
3
CUOc
&
■ac03
_a
CLo
03a.
CuOc
0303
E
o
03
CUO
3 >
•3C03
03JZ
c
.2 ±i 03
— 03
3O
03
T3C
c03"3
ou
O
E
3
&C
3O>-
Q.
03
3
CUDc
Ic
%
^  °  : iCUO
i
E3
-  "S
u
g m
I -i
I  I
03 C
IIro o
E CUO 
B 2
Û. 4-.
^  &
1 1  
#7
™ c  
«  ro
ll
g  &  
£  g
“ g
■3 >»
^ % 
§ S
O 3  JZ
rô tj 75 t  û- t3
03
.tj
3JJ03
E
3
03 ±i3Uo_
ID t
3 3>
tO
O
E
Q. cQ. 33 >3
E
o
Q.
ID
CuOc
>Q)cd
2 3
%ro fS
I I
— CuO (U
2 .E  ^ o
l l l l
I
Q .
C
O 3 
CuO o c  >-
0) 03
CC JZ
■3•3
fO :11
OJ 4-> 
COo
tH
I
E
S
CU 0 0 c 2X X c
CU > > oE
CO
c CU. i 2
2
X %
C Jo
OJ
CJ
" Ô C'“
c
So 1
CO
Eo ÏCO. w CO
CO
2
X .‘2 "o LL.
X C ~ "CO C CO
4 - CO CU CU CU
CO LT) CU 3
X X , o 5
$ z o l O X 0 0
r-
> -
a
Q .
T3
c
r o
O
Q.
O
T3
2
CO
Q .
CU
CL
I
I s 
Ï I■+-> 73
I I
CU
CO XS
E
3
I
Q .
E
CU
> •
E
E
3
C
CU
E
>■_o
Q .
E
CU
I
(U
E
to
CL
O .
3
CO
> -
3
0
1o
CUO
c
CUO
CO
CU
CL
â5
O
c
T3
CO
. c
sr
CO
CU
" O
.5P
CO
COJZ
.9P
. n
CO
• o
c
CO
c
r
CO
CL
Es
0)
ox:
CUJZ
- D
c
CO
CUO
c
CU•a
T3
c
CO
E
3
Q .
CU
C
CU
CU
2o
CL
O
U
JC
3s
CU
O
a .
CU
&
5
T3
CO
JZ
"o
■CJ
CO
X
JZ
00 
T—I
.E
CUX2
E
CU
co00
-a
" b
- ë "oJ2
CU
E
o
?
CO
TD
■I
i
. £  R
- a
CU
I
CU
E
c
2
IXJ
> •
1
00
3
2
JZ
3
00
c
c
CU
E
t
CO
CL
CU
X3
O
c
T 3
C
CO
CO
E
.C U
CU
CO
E
00
&
t t
CU
CO
E
CU
CO CJ
. t ;  ^
% ^
o
CL
O  CO 
CL
! l
■= 2  - i
CO
> •
CU
JC
■ 3
2
CO
CL
CU
I
s-
JZ
CU
JC
J
CO
co
- a
3
^ 2  
^  CU
^  E
CO
 ^S
I  l |  
^  S I
w -p E o 2 (U
^  Q .  £ *
- • I
1 XJ
CO E
c
"cD X 2 XJ
CU <4- CU
X3 c u
O p X c o
X >- D O
CO c X 3
'o
±1
X
2
1
X
E
8
“o
X
$
CU
3O
CU
3s
CU
CO
CO
CO
$
CU
X
a
.OJ
o
X
$
co
CU
E
c_
X
_0J
CO
X
c
2o
CU
X
c
o £ CU
E
CUX
c
XJ
CO
X
o
X
CU3
"3
CO
X
eg
o
ÎË
X J
+->
i
D O
>
CU
CO iou_ X CO E
o I
X
Z
0 0
E
CO
c c CO
2 o CU0 0X X
t o CU3" Cgo ' C
X 4 - ’
CO
CO
. £
C
2 s
u X O J
c 2 Ï Ë c
X J
CU CU oE L _ c
o CO
• + - ' O J X JL . c
O J CO
X
CO 1 - X
c  ^  
CO QJ
1 S Ï
"■ £  t
lit
C  X  CU
•i s t
' ï t
CU  Q J
^  o
X5
2
CO
CO.
2
CL
2
I
> . c
X o_ r o & O J2
CO
t u i
■ 3 0 0 X L U > -
to
X
X
c
X O J
X
O J
3
0 0
0 0
c
X J
c
CO
L U
X
X J
t
3 C J CO o
CO
2
g j
2
2 .
c
O J
>
CO i
2 XX
3
o O J 0 0 O J
a0 0 _o X X c CU cc
O J
C O
E
O J
E
Si-
O J
‘o
■ >
CO
I
c
2 a
3
O J
C O
LD  
T—I
C N
=s
W)3Oc
0 )
'cc3
3
X I
0 )
X 2
. c
ro
. c
ItoCL
Êo
u
bûc
a
{
sco
re
5
T JC
O  . = :  z =
tU Dc
re
. c
T3Cre
u"oa.
o
CL
treQ.
3satX)
O)5
I
T JCre
Î0)s:
>•
T JC
1 5
3XI
£3
0 0c
c
re
I
o
o
T Jc
l l £
_aXre
re u ■c c
u  3  
0 1  X
C L
Ire
0 1
£
' 4 3
0 1X
T3
0 1
a.
0 1TJ
u
Ol
X
re
0 1
ure
X
T3C
<u
X
C lOc
§c
‘oto
0
T Jc
15
£
0 15
%
cre
X
0 1
T3c
15
T JCre
£3
re
c mre
cre
£X
X
re
re
£
£
tQ.rec
o
0 0
c
'o
00
T3cre
3
£
I
EreX
re
re
I
c
00c
■■Ere
3a
re
$
C L
i
g
*5
00c
f i
reco
£
oX
co
T J
3
'+-> "o 0cre-oc1^
_reXrere re>-re
:£ 1
a re 1c re
■5X I
X
areX 2
a 2re re 0c £ 5re £ 0 H-> 0
X
"Cu.!^2T3 reX i
•Xc1^
re3sreX
>_re
u
re re 
re E
lire
I
o
00
c
tre
Q- c it
«SS
ill
i jre
X
re
£
83a
O
T J
reX
T3Cre3a
> -re
i t
T 3
S I 'I 
I  I I I
4 ->
I :
3
X
re
X
£
cre
£
o
C L
X3
re
X
<
j-"
c
r e ( / )r e
£ $rec
> *
£
00 r e
c £
'00 4 - "cre %
X
u 3 X
■ X
c i
> »
£re T 3
i / i r ere r e
c
0 ' t o
£ i
+ ->
c
0
X
re
£
re
X
3o
Xre3a
O
T3
re
' o
tre
X
O
8cre
T J
M —
c
8
re
8
re
X
cre
" X
M —co
T3re
I
'S ■§
% re re Xu X O re
x - c ^I
«1B I
re X 00 00 0
X .t;5
c
*-> oi
0 £0
00c
X 3 ■>
re JO u re
X Ê X00 0 "5 00c
‘4-*re
Ttr
c
re
5
1
u
1
T3
00c
3
X
X  T J "F '"X "u
g
re
t0
00c12 1
0
g?c
cre"Cre 2X Q_T J
C
t o
c
0
Z
X3 0 £re
X re
£
a  I  
re I- 
X  T J
iO
r H
C M
■= > .p
~aOJ
O)su o  c
TJ
cg C le3
P
ro po3XJ p TJ
P P
P
Pc
.C
t 'P O
2 S '3 p 3O > O
> • p >■
n-
£
o
£
=
g-1 S I
ï  p
2  "S 2
I E S
I  !  I  -  -5
>  o c =  o> >. ij: ro >.
Î^ îrsi
aro
d)u
2Q.
O
CT3ro
u
euXi
c
eu
ro
c
3
O
TJO)CO)Q.CLro
1
c
3O
O
T3C
la:
TJC
15
pXi
rosz
3
rop
3
CuOc
3
Cpsz
TJCro
_P
OX:
$
3OS3
CUDCO
3CT
PXI
OTJ
"o
TJC
3
TJCro
3
Q.P
O
-DC1^
P
P
CUDC
3CL
_P
Q.OPCL
3O
ro
u
j=
: 1>-
c
oTJ
3O>~
3XJ
3
CPQ.Q.ro
cc
a
B $
>  .2f
S3 .zL
TJro
O
■a_E
lag
%3
CZP
gC
o
3
a
a
3
a
■acro
c
O■p
3
a
3
SpS3
3
a
3OXJro
rosz
>»
2
t
oCL
O
a
3
a
2iro
p
£
£
roQ.
JP
CLOPCL
P
JC
3OXJro
p hZ
ÿ §c u
3
oXJro
■McpTJ
S
s
ro
>-
EroCL
3
a
TJC3O
o_o
>-cc
3g.
•I
P
£
§3
U
IC
3
a
ro3
a
3S3
roX:
3
oJQro
CUDc
5oc
3
a
p3CT
P
£
o
TJro
roX:
3g
È
o
CUD3O
3CT
P
X :
TJ
CP
CppX3
rox:
c[P3
i
TJPCPCLCL
î lro Cl
CUD 5
p p 
^  XJ
o
o ro
X:
I
:± i
xg
c
le
00
CUOc
le
_p co ro
x= 5
p ropJ.*->3 4->
OXJ
ro
X :
ro 5
ro ro
3
I I
P ro S3 j-
7 CL c P ro ro
roXJ ro
3 ro ro sz ro
II
t î i
^  o CL 
Q . > - ro
o y=
'c
iM -Q o
O XJ ro
xr cJi
ro o
11
£ ro
I s
s  >>
o ^
s  ^CUD zz 
1 1
% B
CL (U 
> ro
Ox:
:= = -CJ
ro3 3
3 
§- P^ "C
I I I
111 
E  O  Pp P «  -CL >.
ro ro
jC  -C
i - a
p-c o 
2 ^ 
»£ "pp  ^i/) ro3 CL
c/l P
P P
p i
ro ^  P-
cpCLCLroX:
o
CUDC
ro ro
f
CuDc c
"pp t«4- p
u
2 pto S3"3 p0 0
>■ P
e 5p >X : ro
5 a X
3
a
rosz
$
II
IÎ
TJ
2 -SCuD u-
I
3P O 
(U •—
I I
ÏJ
2
t
ï  âpTJ
8 2
Srp
>
CUD CuD
U
3 CuD0 c
to p
0 CL XJsz uTe
03 TJ0XJ 3ro
P a
CUD_e
u ue e ep p pTJ > CU- p pe p Q.0 il Xu ro LU
TJP
ll
i l
"  ïïa
s K s- 
=3
2
3
euJ=
O .!2 T3OJ OJx:C 3 T3o X3 TJ
1OJQ.
% 1 ro
■q. "2
EOJ
a
îi
OJ
E iX X: OJ o oLU .a
n-(U
ro OJ
t o Ero
W
4-» OJ
3
U
ÿ=
ro
E
n
lO
(- tf.
a.TJ roC
< 4 - OJ
ocro
a
0)
>
3
SO)Si
-acO)
OJ LO
c . yOJ _gj "rô 'E
toro
3
W
c
a
5
ro
roOJ.c OJ
E
o
:= 4-> TJ
r o OJ OJJZ OJ
E
1OJ
<4—_Q. ro OJ toOJ u
00
c
.9 $c QJ —OC 3 Q. toTJ OJ ■q.00 4-> ro
o C E OJ>> le o Æ
4-> % 5 OtoP
toro
rox:
o
cro
E
1
OJ 1
B TJ X: o roO Q..t;
3XJ
4->
T3
Ero
toro
5 O-
a
'to f.-ü
$
Q. j j Q. 1X3 E O OJX:
roO Q. - < $
ic
[O
3O
3
C2
3
i
2
3
i
3
•5)3OCO)
B
•aO)c
0)Q.
C>-13O
(U
0)oTJ
0)Co
5
i ï
I I
-5 EQJ o Q. M
OC
_QJ
a.001 Q. 
J= 3 
TJ
'dû
3cr
OJJ3
TJc
T3
2
I
c0)OJJ3
T3Cro
EOJJ3
3
EOJ
tt3
T3Cro
T3OJ
Q.OJTJ
(30_c
OIjQ
O)
tO
OJ
JZ
00co
I Iil
o _
Q.3
-acOJ
3
OJJZ
ë
O)
%
a
3
.9
Èo
O)
Eroc
> •
E
TJOJ
00CroJZu
 ^ o %4^  XI "O >fil
OJ 2  
3 O
ë  i  iôOJ — ^"C *-> r-:|llit
T3
"oo
Q.ro
u
Eroc
T3Ox:
o3
13OJ
Q.OJTJ
-O
EII
I ^g ^
03 ^
c  o
o
0 0  1_ 
o ë
o ^
V) i—il
3g
0
1 O)
l i
Q.ro
g
Ero
-o 3o 00
00c
uc01"COJQ.
OJ _
I t
11
a  001: c  OJ
11 
fi s
O) XJ
°- o
Q.
2OJx:
13
E
E
00c
OJco
Q.QJT3
00 
T—IfM
QJ
X O
ro
X
$
c
_QJ
[ 3
3
X Oro U
t
tS
E a.o 2u QJc X3
i l sfM
O)
3
T3
% 1 3 t  
m
(U
— ro CuO
ë  g b I
ï  .SP î  I
ro
JZ
T3eu
■D
U
O)
"O
> -
-D
Cro
(Uco■a
T3c
3
2
TJro
O)
JC
3
S
(US3
Ê
£
a
(Ue
I
c
[O
3
O
0)
ro
E
.SP
ro
ro.c
QJ
ro
2
TJ
QJ
JZ
TJ
QJ
CUO
&
C
QJ
I
E
3
QJSI
C
'-a
QJ
TJro
£
c
Q)
QJ
S3
QJ
£
o
Q .
ro
QJ
£
i
QJ
S
QJ
JZ
TJ
Cro
JD
O
JC
Q .
-a
QJ
£
TJ
QJ
CUO —  
ë  ro
t  ï
QJ Q .
■Q _
ro
I
y
QJ
£
o
CUO
—  TJ
C
O
T3
QJ
I/)ro
S3
TJ
Cro
ttbc
QJ
CUO
■S)
g
I
QJ
JC
TJ
QJ
T5
QJ
QJ
ro
JC
T3
C
5
6
T3
QJ
TJ
QJ
QJ
C
T3
QJ
TJ
QJ
QJ
C
I
C
J ^
3
î t
3
QJ
JC
T3
QJ
QJ
C
C
TJ
_C
T3
QJ
"O
‘u
QJ
"O
QJ
JZ
3
X I
£
3
Koc
QJ
X
0  
X
1
_Q-
QJ
TJ
Cro
><ro
c
QJ
£
Ko
■D
3
3
CT
_QJ
X
t
£ouc
3
ro
QJ
QJ
X
$
gj
QJ
" 3
C
3
O
QJ
£
T3
Bro
TJ
3
CT
Q.
■D
Cro
t
3
CT
T3
Cro
O
TJ
CUO
_ c
" 5
Q.
Q .
C
■ 3
Cro
•Ë  ^ro
I CuO
3
O
CUOc
'C
3
TJ
I
TJro
QJ
Xr
M
3
O
■ g ' c
i l
T3
ro QJ 
QJ X  
X  t/J
^  QJ 
QJ TJ 
CUO I 
4^ QJ
ï l
82
QJ 2
^  5
QJ
S
QJ
3  CUO
| l
2 - ^
TJ X
QJ
QJ
QJ X
I I !
l ï
ro wj
I  £  ^
■B .5P
sU
^  ™ QJ.> -E X
CUO >  1/1
TJ
2
I
c
QJ
QJ
X
ro
Xo
TJ
QJ
TJ
QJ
QJ
C
ro P
ro TJ
2  s
■3
QJ
£
S.
TJ
Cro
I
_D,
QJ
■3
QJ
QJ
C
TJ H -
.■te TJ 3  
$  _
11
U  QJ
■S I
ïï “
3</) 1/1 ,
T3
Cro
li
S %
§1 = Ëros s
I I  
ë I
TJro
QJ
X
I
X
CUO
3
O
CuOc
‘o
CUO
Q .
TJ
C
ro
I
co
V*
fü
JZ
5
a
X
o
" 3
QJ
Q .
2 tH
è
p
QJ
■B
TJ
QJ QJ 2
C
TJ
U
£
B
2 QJ o QJTJ TJ H- L_
?Ë .E ë CUO CUO
T3 QJ QJ
C _Q. c
QJ QJ "5T QJ QJ QJS3 U_ Cû X CO
QJ
X
* 3
Cro
Q . ro 
QJ X
CUOc
" 3  QJ
QJ 3  
QJ to 3
• 3
Ko
TJ
3
I
QJ
QJ
QJ
X
QJ
T3ro
£
—  _QJ
ilî
1 1 1
QJ
X
CUOcjt:c
ofM
rM
$
Qi
XI
t
O
3
i .
ttO
Sx:
c
3
g .
1
Q.
m
2
2
(U
3
00
3
O
XZ
13
C
m
3
>»
CD
Sx:
c
c
o
13
ro _  
■n bO
a>
Q.
S
(U
5
SX
ro
(U
Q .
3
—  O
J=
5
Q)
± i
3
C
J=
B
c
o
Q.
d)
Q.
00
E .E
eu
X i
>~ro
E
xz
00
3
O
E  CUO
i/i 3
3  O"
ï  i
Q. JC
O S?Z3to o
füxz
00
3
O
Z :
3
_ro
1I
8
O
C
3
0)
0)
ro
X i
3
CT
i
C  O
3
X I
5
O
3
Q.
O
(U
XZ
s_ro
Q.
>■
E
o
c
00
3ro
t
3
S
3
13ro
X I
c
o
(U
j=
roxz
13
Cro
c
(U
"C
O)
Q.
4_, roc j=
Q. o
(U
J=
Q.
>•
10fü
C 13 B
3 O
X i roeu .c
O E
o 75
13fü
_C Ero ro
+->c
ro
E
s l 1"fü to 3 13
3 C  o■M fü ^^ fü 00fü C
M  ^ '53eu .5 ro X i
>
■S i ro
>. oo .c
SX =  13c ro 3
■M (D roU 3fü ro
— ^  "% ro
eu eu Euc ë  % igj .E .■E
ro S  "c Oo . C- ^ to
X X —
ro ro X i
0
t
fü
Q.
1
(U
_0J
X i
tI
o
-
s i s
$
! i :
(U
ÇU E
eu fü
i> XZ
ro
c ro
.-ü
3
.S2 er
■5 j"
c
eu
fü
c XZ
E >-
fi) ro
13
C
75 fü
3
U
$
Ofü c
-Ji ro -C
(U CUOo. 3
in O
00 r- —
(U
Q.
â5
I • ^ ï
j=
00
3
O"
i
II
8
CZ
3
eu fD
" I00 un
■ i l
S 2
S -S
LU fü
(U11
II
■S II
I I
î l
(U
eu J= 
H 3
C
_ro
jQ eu
1 1
I .=
un fD
B î
00 E
■ H* CO
(U fü .a  xz
ro SX to
c c fü
o _tü
ro ro
E E
o
Q"
to C 3
o
Q.
O
X Ieu 00 roc
O C füxz "u c
00
CZ
c
.E
ro
E i
+-'
CZ
ro
ro
Q.
C
Ixfü
ro00
13
euxz
UJ E 3 3
3
S
O)
S i
(U
S i
Uro
E XJ0
0 X :
u Q .
.52
JC ro
.-b
SX 3
c CT
to
03
03 to
3 to
0i_
03 U
03
a  2o .ï  ü S -
Q . O 
C
(u m
JC EI
s i .  _x: £û ro •— 
ro to
3
O
X2ro
CUD ro 
.5 M
03 ro ro to ■3
E sz+-> cro
ro
.52 0
to t+- u ro
03 ro 0 c J2SX
03 ro s 0.52
%
2
E
%
E0 ■3c
roro
XJ ]rô
u
03
3
'3 E ro 00 03 >
JC ro ro
0 0 tf 03 ti­ JC 03C
E Ë
SX
_ c rox : ro U0 ro j e b X : 3u Q. +-I 0 +■>
I
T3 
U  i/)
il
CUD 
C
■q j CUD 
S i _
l ^ i
iii
%  “ro ^  >.
1 1
>-
i
(U
J=
&
"O
cro
ro
oo
c
'ai
S i
ro
E
‘o
ro
cro
rosz
ro
rosz
ro
ro
E
Q.
rosz
co
ro
ro
ro
JC
Bo
c
SX
3
C
*o
ro
E
ro
ro
I
O
Q .
O .y
S iro
oo
c
t
3
■a
cro
ro
00
sz
CUD
3
O
00
c
ro
E
Q.
ro
.c
[O
3
i
00
_c
SX
c
sz
s
5»
E
3
ro
E
$o
c
ro
JC
ro
O
M
 ^ I
«  -S
ro 0) ^ 00 
—  JC ' =
O .i2
ro
Q.
o
Q.
rosz
ro
■3
ro
S iosza.
ro
ro .tj
.SP
X2
ro
"o
3
O"
3
CT
SX
c
3
Sro
S i
ro
E
ro
ro
JC
00
c
' r o
X3
ro
E
'3o
X]
ro
o
3
t
Ë
ro
o.
ro
JC
3
u
03
to
8
E
_ro
X2o
ro
X :
o
00
■3
C
3
.■y o
3o
X3ro
Ero
>~
••=  > -
■3
c
O
3
O
>>
■3
O
S i
I
=  > ro 6
ro nj
s s
00 3
3
O  ro
■B E
Èro
3
■3
^  O
E
3
Eroî 1 1
cro
E
3
uo
•3
 ^ i
SX
ro
■3
"3
03ro
■3
3
o
co
■3
3
E
03
>'
O
c
SX
3
00
3
O
SZ
0 0 b >» 00
c 0 c _c
'ro 03 'ro
JC
i
.C•4-’ roro
E
ro 5 E
ro 5
"o _c E c
ro '0
00
Q.
ro
0
E
ro .c roro 0 Q.
ro
JC btE
_ro
S iro 52
c
0
ro
"o ro ro .cx: 00 3
ro 1
c
.g
to
03
3
S toc
S i ro $ro
ro E ro sz00 JC 0 LO
to b 003 0
ro ro ro 03
E E ■3
.c
Q . Q . c to b
ro
x :
1
"rôsz
SX
ro
c
E 1
03
4->
c
ro
00
3
"cz
s
E
0
E
00
c
'ro
JC
E
3
Ero ro ro rob .c p ..0 00 sz to E _c
Q . 3 SX
03
C
c
2
JC
00
c
c
l e 3 i
E
ro
. e
0 ro ro ■3
00 c
"b
ro
•3
sz
ro
.b X J2
03
E
ro
00 ro 3 t "T Q . ro
0 JC b S > 03 to sz
1 I roSi roQ . 03SZ
! H-0 01 4-> 
. C g 03
• 3 0 E0
E >-
03 .52
•31 03 0
i 0 JC 3
; = r
fü g.
30
XJ
i '
g
03: c  ■ 0 
1 b ic
=s
3
: "3 >- SX
Q . "fD
1 u E fü
1 ro ro "c
■ % 
! .1
.c
'0
JC
0
•3
E
3
rou i l
& .b
ro
b
.b c
00
l l  
00 
c  
'uI ÿ
0 . 5
UJ 00
îl
•3
00 3
E —'
1 S “I
CUD
C
Ucro
cro
Q.
.2
o- 
■3 ro
Q.
ro
JC
00
.S2 ' i
• 3  XJ
ro
E
00
■3
3
CuD
to CUD
fü _c 03
4->
‘ro
JC
.52 a.
CL 03
E roro ‘S f
sz
00_c
0 ro ■3 ‘u> ro c
t ro
ro ro
5ro
u
13 ro
ro
g "
'> Q . LU
ro
E
00 
c1
' £ro
I
3
>-sz
•3
C
03
.■K
CL
E
C ro
E X:
0
c 00
.SP •3 cro
E
' u
cro
00 .2 "Cro
Q.c _c
'rô 'c X
XJ 3 LU
rH
fM
rM
bjo
c
ro ro -g ro
x : roro
X :
(U "O
tu
3
OJ
3
3
O)
O
C
Q .
3
O)
£
8
ro
j=
l i s
s z  c
c
g
S3
3
CL >
c
g
S rô ro.> 2u +j uro ro ro roo. c 00 Q.
X ro ro Xro 00 c ro
sz
ro
8
co
(U
u
(U
I
3
"O
cro
■aro
co
Q .
O
Q .
CL
3
3
.O
>-T3
OSZ
(U
Eo
c
g)
3
§.
>
3O
S3
O
.C
00
3
O
■aojQ0)
Eo
ro
x:
(U
x:
”  c —
•s  5  "S
Coc
.SP
8o
E
(U
S3
=  O
—  S3  =
U
(U
î
c
3
3
g.
O
Css
3
g.
O)X2
O
C
(UX2
00
c
3
g.
O
s z
5
_0J
Q .
001 
Q .
•a
cro
>-
"Oo
S3
a
Eo
3
S3
00
C
3
O
S3
3S3
3X2
! t
3
O
■D
C
-a
cro
ro
0)
s z
I
o
■B
> •73
ro
E
CL
O
ro
x:
4 - ?
s z 200
3
_ro 2
73
73
r o r o
3 oro
u ■M
ro CJ3 ro
3 $
O 73
> - ' b
ro gro
fcO ro
ro ro LOc sz r o
c ± ! 00
m ro c
B 3 l e
g. f_c O ro
l e <4- 8
8 ro
roc uo .i273
r ô
ro O
t;; x:
ro j-" ro
c c 2o o >~
_c 73
c
3
g.
O73
i
ro
x:
c
3
73
C
3
3
g.
—  r o
00 
c
rro
00
ro
E
ro
B
'o
73
C2:^
c
c
O
00
00 2  
o -g)
ro
t j fro X2 
Q . ro
73fZ
3
Q .
> -
73 X
O S
S3ro _c
E 73o roc
s
3 .S}
X3 >~
3
C
8 8
o oc ro
.SP XI
O =
ro
E
Q .
O
ro
.c
c
73
ro
Eo
ro
00
o
00ro cu • eje uroro CLc X
3 LU
-ë"
O
S3ro
Eo
ro
E
2 SPtj’
c
I  g
3
S3
.5
ti =  ^  rô B £
00 ro
r
o
b ro
l i
00 -=
I  =
00
ë -È
e
ro.e
ro
;g
ro.e
ro
to
4->ro 00sz 7 3 cc leIx %e
X :
ro ro
■*-’ O_x
_c roJû ro
le ro E
> 7 3
O
7 3
O 8roe
f
7 3c
< ro le
ro
■ 3
^  a  
E
73  4-1 ai
ro a
^  73
ro ç  
>- ^  
■§ ë
fî
Si
ro s z
ro
rNfN
fM
a- i
•f
1JS
1 1  
h -s so ÜÛ tdOX) c  C— OJrô c u o
I I
■a
o
X
no
rvi
rsi
03
12
o
s
o
1
2
rô
sc
T5acs
s
E
i
ss
Ecd
5
%c
3
6X3.se
o
6X3
C
«
2
s
o
8■a
ro2
6X)
S
rô56
II
î l
ï
B
ro roIII
I lf
ro ro
illf
il
5 8
D ro
M oCLrô3 3O
1 ro>rô ‘e 52cô Co OCL*e
1 OX)c Iro U.<D
X tZ) >
< a
I
u
r
I
6X1
&
R
a
6X1
rô
RS
roE£
56
s
s
26JD
55
0 \
. ï ^732
eu
S rô Si i
| > 3
Q H
ro _I-
o • • •
aI
S
ro 2
11
i l
-   ^
6X3 O
ila  u
4«îl-
rMrsi
00
c
R
8 . 2 r ô
ro 3
1 Oro S
R !Z ro3 j3
00 CL
. 5 OO 1 ror ô
x 'R
_c g
CL 3 Ë CL
L - L_ L_
O o O o
rô = .S
rô
ro
a c
Lal rô ro
O R E
rô X RS prô
3
O ro ,_o
>. o 00
JZ a _c
60 rô
L-, .5 00
O ro
1
E
1
ÿ è
II
73
Is
1a
R ro
60 roc  p
If
a i
l i
11
o..
■H, roUal
c , g
p  P3 5 5
WD Cl, ÜH
■S «
8
CZ3
I .3*
iirô
# ë
k ro
i
B
I I I
"5 rô ro
i l
| s
i l
Î Î
S
I "S
II
•o cô
ë e
lî3 -3
00 o
'S-g
"  I
^  60
1 1  • ro R
Z  X
I | . a
60
1 1 1 l iJ
l l 1
R
60a
CQO  U
II 1rôas
rô
rô
I
0)
3o
%a
s
o o
3
u
J3
"3
3
2
>
5 ■3
.5
I ls
S " bX)
III
u
g
k
xi
o o "338 b)JS bC-w 3 Îk 3O bxi 3a 3 3
1
3
O
bX) 1
I Ï .3bX)
£> a 3
"'CO o .ts
Z Z
o
X!
i t
â - t
II
■g s
 ^ c -2
E#
M  bxi
I ICQ 02
infN
fsl
I ds
3
O'
bX)
hI !
a l l  
.if S
I S o
Q H CQ
bC
I-
3Oh
u
S  g>
I'-S
bX)
3
"S o o o o o d:
I
?. B
II
ft
u  bxi
ji
j |
I*:
III
k  On bXI
s
I I
II
■o O
bX)a bX)
3
3
3
O
>>
3
f È
bX)
•I I2 to gQ, Q-
IIWD [1h
■O ^
S o u z
S -o
I I
bX)
•J
3
S  Ë .5
II
III
I I I
i i l
UD<N
CM
T3
B
-333
>)
3 (3
5
•J3 Ç
'ë g 
s B
k  [Jh
si
3A
I  ^II
Z K
o b£
I!
Il
II
WD
li
| s
3 M
i l
i l l
W) %
-3§
I
.5 3
I
I I
li
l l
I I02 O
II
3 II
II
w) S3
'Il
X) 3
i lbü
3 _
IIo u
sft M
l l
=>SÎ
W)
3.3 3®
3 U
02 H  C
Appendix 10: examples of memos
Memo - Decision-making process:
3 stages of transitioning; psychological, social, medical / physical
Having to explain yourself / justify yourself to everyone -  doctors; friends; 
work...
Realising that you have to change certain aspects of yourself to fit into your 
new gender:
General
support acceptance
^  ^^netfyudgemental
trans specific willing to try and understand
seeing people leading positive lives
sharing / hearing experiences: gives you confidence; makes you realise if  s 
possible.
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Fear o f  being a hybrid -  not being one or the other.
Memo -  process of fear / worry:
Lack of visibility of trans men
Difficulty psychologically/socially
A
fea r  of how you will look/ 
how  you may be perceived 
by others... .
difficult to  live a "normal life"
A
Portfolio Submission
will I p a s s ? - c o n c e r n e d  
ab o u t  w hat you'll look like 
w ha t  if people think I'm 
le s b ia n /g a y ?
\/
2 2 8
Reduced daily activities 
Fear of going o u t in case
you get a t tacked  /  harassed not being able to  access
Fear of facilities horm ones
not being adequate. ..
increased anxiety /  fea r  
re: passing
Memo - transitioning:
Always having a feeling of 
not being right? (and th e  difficulties 
associa ted  with this....)
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as this continues, begin to  feel m ore  
like a m an?
A
continue with medical 
transition
A
begin to  pass: 
confidence ^  
anxiety / MH 
issues
medical transition 
begins
t
social transition 
continues
Experience |
d iscomfort with |
self, anxiety, loss 
of relationships, |
coming ou t |
process: 
im portance  of |
psych. Wellbeing i < -
&QoL :
seeking medical advice
\
social transition in various 
ways -  clothes, name...
Realising transition is 
possible: (relief th e re 's  a 
nam e for  it?) -  TV, 
in ternet,  m eeting 
someone...
Y
Finding information
Thinking things th rough  
(psych. Transition begins?)
V
Making a decision (psych. 
Transition continues?)
starting th e  process 
feel hopeful a t  this point?
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RESEARCH LOG CHECKLIST
Formulating and testing hypotheses and researeh questions
- Qualitative Researeh lectures
- Quantitative Research lectures
- Joint Qualitative Projeet (self-harm)
- SRRP
- MRP
Y
Carrying out a structured literature search using information 
technology and literature search tools
- Quantitative Research lectures
- Qualitative Research lectures
- Joint projeet (eounselling psychologists
- Joint project (Dieticians)
- SRRP
- Case Reports
- Neuropsyehologieal Assessments
- Client Interventions
- Literature review
- Professional Issues essay
- Presentations
- Teaehing
- MRP
Y
Critically reviewing relevant literature and evaluating researeh 
methods
- Quantitative Researeh lectures
- Qualitative Research lectures
- Joint project (counselling psyehologists
- Joint projeet (Dietieians)
- SRRP
- MRP
- Client Interventions
Y
Formulating speeifie research questions
- Quantitative Researeh lectures
- Qualitative Researeh leetures
- Joint Qualitative projeet (self-harm)
- SRRP
- MRP
Y
Writing brief researeh proposals
- SRRP
- MRP
Y
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6 Writing detailed researeh proposals / protocols 
- MRP
Y
7 Considering issues related to ethieal praetiee in researeh, 
including issues of diversity and strueturing plans aeeordingly
- Quantitative Researeh leetures
- Qualitative Researeh lectures
- Joint Qualitative Projeet (self-harm)
- SRRP
- MRP
Y
8 Obtaining approval from a researeh ethics committee 
- MRP
Y
9 Obtaining appropriate supervision for researeh
- SRRP
- MRP
Y
10 Obtaining appropriate collaboration for research
- Joint Qualitative Projeet (self-harm)
- SRRP
- MRP
Y
11 Colleeting data from researeh partieipants
- Joint Qualitative Projeet (self-harm)
- SRRP
- MRP
Y
12 Choosing appropriate design for research questions
- Quantitative Researeh leetures
- Qualitative researeh leetures
- Joint Qualitative projeet (self-harm)
- SRRP
- MRP
Y
13 Writing patient information and eonsent forms
- SRRP
- MRP
Y
14 Devising and administering questionnaires
- Quantitative Researeh leetures
- Qualitative Researeh leetures
- SRRP
- MRP
Y
15 Negotiating access to study participants in applied NHS 
settings
Y
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- SRRP
16 Setting up a data file 
- SRRP
Y
17 Condueting statistieal data analysis using SPSS
- Quantitative Researeh lectures
- SRRP
Y
18 Choosing appropriate statistical analyses 
- SRRP
Y
19 Preparing Quantitative data for analysis
- Quantitative Research lectures
- SRRP
Y
20 Choosing appropriate quantitative data analysis
- Quantitative Researeh leetures
- SRRP
Y
21 Summarising results in figures and tables 
- SRRP
Y
22 Condueting semi-struetured interviews
- Qualitative Research lectures
- Joint Qualitative projeet (self-harm)
- MRP
Y
23 Transeribing and analysing interview data using qualitative 
methods
- Joint Qualitative projeet (self-harm)
- MRP
Y
24 Choosing appropriate qualitative analyses
- Qualitative Researeh leetures
- Joint Qualitative projeet (self-harm)
- MRP
Y
25 Interpreting results from quantitative and qualitative data 
analysis
- Quantitative Researeh leetures
- Qualitative Research lectures
- Joint Qualitative projeet (self-harm)
- SRRP
- MRP
Y
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- Literature reviews for aeademie, clinical and research 
related work
26 Presenting research findings in a variety of contexts
- Joint Qualitative projeet (self-harm): presented to 
counselling and clinical trainees
- SRRP: presented to MDT and to trainees
- MRP: presented to psyehologists on plaeement
Y
27 Produeing a written report on a researeh project
- Joint Qualitative projeet (self-harm)
- SRRP
- MRP
Y
28 Defending own researeh deeisions and analyses
- Joint Qualitative project (self-harm)
- SRRP
- MRP
Y
29 Submitting research reports for publieation in peer-reviewed 
journals or edited book
- MRP in progress for publieations
Y
30 Applying researeh findings in clinieal praetiee
- Evidenee based clinieal work
- MRP
- SRRP
Y
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